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INTERNAL MEDICINE: 


ITS DEVELOPMENT AND PRACTICE IN AUSTRALIA 


DURING FIFTY YEARS 


By C. G. McDonaLp, 
Sydney. 


As the years revolved into the twentieth century 
Australia was increasing in importance as an outpost of 
the British Empire. Men were still speaking of Gladstone 
and reading Tennyson and Browning. The perpetual argu- 
ment over the respective virtues of free trade and pro- 
tection was still going on and the Labour party was 
fighting valiantly for recognition. Some of the older among 
us will remember a strolling minstrel with his wife and 
yawning children singing “While London Sleeps” under 
the Laleful gleam of a gas lamp at a street corner. They 
will remember sulkies and buggies and an occasional 
carriage and pair, atid even the one-cylinder De Dion motor 
car which some of the members of our profession were 
now vaunting. ‘Those were the days when to chut-chut 
up William Street, Sydney, at twelve miles an hour was 
to drive dangerously and provocatively. Professional men 
still affected the frock coat, the striped trousers and the 


tall top hat, in the vault of which the wooden stethoscope’ 


was sometimes carried. In 1901 Queen Victoria died and 
the whole Empire was plunged in gloom. Edward, her 
son, ascended the throne amidst forebodings from the more 
righteous citizens. It was hard to imagine an Empire 
without a queen who had dominated English life and 
culture for sixty-four years. Her death occurred a few 
weeks after the proclamation of the Commonwealth of 


Australia, a consummation which was a victory for the 


protectionists of Victoria and for those leaders in all States 
who saw that a unified nation was necessary for the defence 
of Australia. “Australia’s noblest son” became the first 
Prime Minister of Australia and he who was later to 
become George V of England presided at the Federation 
ceremonies. The Empire on which the sun had never set 
still seemed mighty and, permanent, although ominous 
rumblings of the danger of an attack by tsarist Russia or 
even of imperial Germany were even then in men’s ears. 
In 1899 trouble had arisen in South Africa and the colonies 
(as they were then) had dispatched contingents of lancers 
and infantry to defend the Empire against the invading 
Boer, but of the outcome no one in his senses had a doubt. 
In music halls and in parks on Saturday and Sunday after- 
noons the boastful strains of “Soldiers of the Queen” and 
“Sons of the Sea” were to be heard. Men and women of 
sixty or thereabouts will remember Mafeking night, when 
the population of Australia in every city and town went 
mad with delirious joy, when flags were waved and the 
National Anthem was sung, and the local fire brigades 
turned out and clattered under the whips of drivers 
speeding their horses along the streets, and bonfires were 
lit and crackers let off. The war was prolonged yet a while, 
but citizens had settled down once more into their cus- 
tomary respectability. Traffic was now crossing the border 
at Albury; between New South Wales and Victoria, 
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unmolested by the minions of the State collectors of 
customs, and life was to have an even tenor until the tocsin 
should sound in August, 1914. 

It was in this atmosphere of security, dignity and leisure 
that internal medicine was practised in the early part of 
the century. These were the years preeminently of the 
family doctor, who was both physician and counsellor to 
his patients. It was largely the age of empirical medicine; 
digitalis was ordered in five-minim doses in a mixture, 


strychnine was highly praised both as a tonic and a stimu- 


lant, and phosphorus in various forms was prescribed to 
refresh jaded cerebral tissue. In the summer and autumn 
typhoid fever was rampant, and in season it was common 
to see in hospital medical wards nets around the bed of 
every second or third patient. Diphtheria was still a 
serious and despcrate disease, and pneumonia of course 
slew both young and old. Osler could refer in those days 
to “the simple study of medicine”. It was the age of bed- 
side diagnosis with few radiographical or laboratory aids. 
Medicine was dominated by the study of morbid anatomy 
and cxpc<rimental medicine was largely unknown. Yet, as 
is well realized, these older physicians had powers of 
observation and ability to use hands and stethoscope with 
a precision not known to physicians of the present time. 

It should not be assumed that empiricism in medicine is 
necessarily bad science. Much of medicine is still empirical. 
It is doubtful if we know more about the action of digitalis 
now than physicians knew fifty years ago, while its more 
effective clinical use in these days is rather empirical than 
rational. Already in the early part of the century there 
were a few heralds of the new medicine which was: about 
to be built on physiological conceptions applied to disease. 
Sherrington published his monograph on “The Integrative 
Action of the Nervous System” in 1906, and James 
Mackenzie, the physician of Burnley, wrote his monu- 
mental “Diseases of the Heart” in 1908. He followed this 
with his volume on “The Interpretation of Symptoms” in 
1910. Meanwhile Clifford Allbutt had been fighting for the 
recognition of what we now call essential hypertension 
as an entity distinct from hypertension due to primary 
lesions of the kidney. When the first great war broke out 
in 1914 the changing ‘shape of medicine was already 
apparent. It is often said that the contributions of this 
war wei: mainly surgical, but during the period 1914 to 
1918 much work was published which showed how closely 
medicine was becoming wedded to experimental physiology. 
Thus Gaskell wrote his monograph on “The Involuntary 
Nervous System” in 1916, Cushny published his work on 
“The Secretion of Urine” in 1917, and the elder Haldane 
delivered his Silliman Memorial Lectures on “Respiration” 
in 1920. Bayliss’s monograph on “The Vasomotor System” 
did not appear till 1923, but was the result of experimental 
work done in his laboratory during the crucial years of 
the war. Meanwhile Gowland Hopkins, who as far back 
as 1912 had proved the prescnce of “accessory food factors” 
in milk, had inspired work by McCollum and others which 
led to the discovery of vitamins A and B in 1915 and vita- 
min C in 1919. The isolation of vitamin D was made by 
Mellanby just before the signing of the armistice. 

As the reverberations of the first World War died away 
it was realized by all that medicihe had taken a biophysical 
and biochemical turn. The first pointer*to this revolution 
in medical science was the publication of “The Acid-Base 
Equilibrium of the Blood” by the Hemoglobin Committee 
of the Medical Research Council in 1923. Thereafter the 
subjects of cyanosis, dyspnea, edema and other clinical 
conditions were thrashed out in innumerable articles and 
publications. Henceforth every teacher of medicine had 
to. be cognizant of biophysical and biochemical advances 
or fall into the rut. 

The most dramatic turn of events in the post-war period 
occurred in 1921, when Banting and Best, working in 
Macleod’s laboratory at Toronto, isolated insulin for the 
first time and at one stroke revolutionized both the treat- 
_ment and prognosis of diabetes mellitus. Five more years 
passed and Minot and Murphy, of Boston, published their 
classical paper on the ‘beneficial effect of liver in the treat- 
ment.of pernicious anemia, up to that time an invariably 
fatal disease. 


These great discoveries gave a fillip to the study of 
internal medicine which has never since ceased to ride on 
the crest of a successful wave. By 1930 physicians all over 
the world were diagnosing coronary occlusion and wonder- 
ing by what name they had called this condition in previous 
years. Coronary occlusion had first been described by 
Herrick as a definite clinical entity in 1912, and Pardee 
had shown how it could easily be recognized in an electro- 
cardiogram as early as 1920, but it was not until the 
publication of Levine’s monograph in 1929 that the medical 
world awoke to the slow recognition of a condition which 
they had previously called by names which varied from 
angina pectoris, through mediastinitis and pneumonia, to 
muscular spasms of the chest due to calcium deficiency. 
Meanwhile, Lewi8, working at University College Hospital, 
had gathered around him a band of young workers who 
became interested in the enormous potentialities of experi- 
mental medicine. This work has not ceased with his death, 
and to him and his pupils we owe much of our knowledge 
of peripheral vascular disease, of hypertensive states, of 
the physiology of pain and of disorders of renal and hepatic 
function. 

The union of medicine and biochemistry produced its 
greatest fruits a few years prior to the outbreak of the 
second World War with the discovery by Domagk of the 
therapeutic action of sulphanilamide compounds in strepto- 
coccal infections. Thereafter “sulpha” drugs of varying 
constitution were invented one after the other, and for the 
first time in the history of medicine pneumonia, septicemia 
and bacillary dysentery were conquered. These advances 
were crowned in the early years of the war by the intro- 
duction into medical practice of penicillin by Florey, whose 
genius gave to Fleming’s great observation a therapeutic 
application which has meant the saving of innumerable 
lives. Penicillin was the first great chapter in the antibiotic 
story. With the successful introduction to therapeutics of 
streptomycin, aureomycin, “Chloromycetin” and terramycin 
there is no knowing how the tale will end. 


The events thus briefly set out include landmarks of 
medical progress during the half-century. Many other 
developments could be mentioned, such as the control of 
typhoid fever and diphtheria, the elimination of tetanus as 
a hazard of war, the extension of our knowledge of con- 
genital and acquired heart disease by means of cardiac 
catheterization, and the more philosophical conceptions of 
medicine, such as the discovery of the reticulo-endothelial 
system by Aschoff in 1924 and the study of the steroids and 
of the hormones of the pituitary and adrenal glands, the 
potentialities of which for the future of medicine beggar 
description. 

What has Australia contributed to this passing show of 
progress? Let it be said frankly and at once that Aus- 
tralian discoveries in the field of clinical medicine have 
been disappointingly few and, compared with those of 
England and America, of minor importance. Little investi- 
gational work has come out of clinical schools and still 
less from individual physicians. There are doubtless many 
reasons for this. Our cities and towns are widely scattered, 
there is no close liaison between hospitals and the univer- 
sities where “fundamental” research is being done, clinical 
laboratories and workshops are few, and the emoluments 
of medical practice far outstrip the comparative pittance 
offered to young men anxious to engage in research. In a 
country where universities and hospitals are continuously 
threatened with financial starvation, and where teaching 
staffs are ruthlessly pruned and equipment is cut to the 
minimum, the spirit of original investigation quickly 
languishes. Many of our best men leave our shores for 
Britain, where in almost every sizable town and city nests 
of research are to be found and where the spirit of inquiry 
is continuously quickened and enlivened by that impact of 
mind on mind which results when men with common 
enthusiasms and interests meet. Our Floreys and Fairleys 
are drawn from us by the intellectual seduction of another 
land. We are grateful when a Burnet elects to remain and 
‘we can only conclude that he at least is happy in the 
research institute provided for him. There must, however, 
be many men of lesser mental calibre or lesser driving 
force who, endowed though they are with the capacity and 
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the enthusiasm for clinical research, are soon dispirited by 
the poor facilities offering and plunge into the maelstrom 
of professional practice. 

Although it is true that few discoveries of importance 
have been made by physicians working in private practice 
or in hospitals, it would nevertheless be wrong to assume 
that Australia has made no appreciable contribution to 
medical “progress. On the contrary, in a few fields, 
especially those of tropical diseases and infective fevers, 
much striking original 
work has been done. 
It is noteworthy that 
these’ advances have 
been made in _ the 
main by pathologists, 
bacteriologists, Fed- 
eral and State officers 
of health, or investi- 
gators who have had 
long training in 
techniques in re- 
search institutes 
abroad. rare 
occasions valuable 
contributions have 
come from men not 
directly concerned 
with the problems of 
internal medicine, for 
example, the brilliant 
revelation by. Gregg, 
of Sydney, and Swan, 
of Adelaide, of the 
relationship of con- 
genital defects in in- 
fants to infection of 
their mothers by 
rubella in the early 
months of pregnancy. 
One instance comes to 
mind of an advance 
made by general prac- 
titioners. Leckie and 
Morrissey, of Ingham, 
Queensland, showed 
admirable diagnostic 
skill by suggesting 
the existence of lepto- 
spirosis in northern 
Australia, the truth 
of which was estab- 
lished bacteriologic- 
ally by Sawers, Cot- 
ter, Mathew, Lumley 
and others. 


In the first years of 
the century Thomas 
L. Bancroft, emulat- 
ing the work of his 
distinguished father, 


described how the 
embryos of Filaria 
bancrofti escaped from the labia of the Culex 
mosquito to penetrate the skin and enter. the 


. lymphatics of the infected person. In 1902 Ashburton 
Thompson, of Sydney, worked out the epidemiology of 
plague and described measures for its effective control. 
This was the first occasion in history that the spread of 
this disease in a large city was effectively prevented by a 
plan of quarantine control and destruction of infected rats. 
In this work he was assisted on the bacteriological side 
by Tidswell. About the same time H. B. (later Sir Harry) 
Allen, of Melbourne, was calling attention to the frequency 
of luetic infection among hospital patients in Melbourne, 
and at a time when there was still much dispute as to the 
cause of aneurysm of the aorta it was he who vigorously 
asserted that it was caused by syphilis. It should be 
remembered that Allen’s work was done before the isola- 
tion of the Treponema pallidum by Schaudinn and 


The Royal Australasian College of Physicians, Sydney. 


Hoffmann in 1905. A few years before the outbreak of the 
first World War, J. B. Cleland and his collaborators estab- 
lished that the common vector of dengue fever in New 
South Wales was Stegomyia fasciata (Aédes egypti) and 
not Culex fatigans, as was then thought. Many years later 
Ian Mackerras and others were to show that another 
Aédes mosquito (Aédes scutellaris) was a vector of dengue 
fever in New Guinea. In 1914 Swift, of Adelaide, described 
pink disease for the first time and thus made an invaluable 
addition to our know- 
ledge of pediatrics. 
About the same time 
A. E. Mills, of Sydney, 
advocated the ad- 
dition of egg yolk 
and fruit juice to the 
diet of infants, thus 
anticipating by many 
years the importance 
of vitamins in the 
nutrition of the grow- 
ing child. In the 
early twenties F. S. 
Hone, of Adelaide, 
identified murine 
typhus in patients 
who had come under 
his observation § in 
South Australia. The 
pandemic of influenza 
which swept over Aus- 
tralia in 1919 led to 
a good epidemiological 
study of this infec- 
tion by W. G. Arm- 
strong, of Sydney. He 
showed how the in- 
fection spread from 
person to person as 
the population moved 
along railway lines 
within the State of 
New South Wales, and 
he also added to our 
knowledge of its 
incubation period, fix- 
ing it at forty-eight 
hours or less by a 
study of a spread of 
the infection among 
the persons who 
attended the Peace 
Ball in the Sydney 
Town Hall after the 
first and second 
waves of the pan- 
demic had passed. 


In the period fol- 
lowing the 1914-1918 
war Webster, of Mel- 
bourne, did much 
valuable work on the 
relationship between bovine and human tuberculosis. Among 


* other things he demonstrated the decreasing incidence of 


bovine infection among children and showed how tubercu- 
losis of bone and other extrapulmonary tissues could result 
from infection with the human type of organism. G. M. 
Heydon, working in Rabaul in 1924, established Anopheles 
punctulatus as the vector of malaria in Indonesia. His 
efforts did not end here, for in 1942 he determined the 
vectors of the same infection in northern Australia. The out- 
standing work of Burnet is to be placed in the period prior 
to and following the outbreak of the second World War. His 
contributions include the development of our knowledge of 
virus infections, and especially of influenza virus, and the 
biological features and immunity reactions of infectious 
diseases generally. This work won for him the honour of 
a Fellowship of the Royal Society. Meanwhile KE. H. 
Derrick, of Queensland, had described a new entity to which 
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was given the name “Q” fever, an infection which was 
later found to exist both in the United States and in 
Europe as well as in Queensland. The masterly work of 
Derrick and his team was reinforced by studies on the 
virus of this disease by Burnet and Freeman. Derrick 
was also responsible for a bacteriviogical analysis of the 
unclassified fevers of the Australian coast, including lepto- 
spirosis and tropical typhus. By a eries of observations 
made on the canefields in the early :airties W. C. Sawers 
and A. H. Baldwin proved that ground water was the 
source of infection with ieptospirosis in Queensland, the 
leptospira entering the body through cracks or cuts in the 
skin. During the second World. War Edward Ford, while 
serving in New Guinea, developed a system of field control 
of malaria, and Keogh, in charge of the laboratory services 
of the army, influenced every fruitful investigation in that 
period, while contributing much himself to our knowledge 
of the bacteriological aspects of immunity. Finally mention 
must be made of the work by Fairley and his team in the 
army malarial unit in Cairns, where the suppressive and 
therapeutic actions of “Atebrin” and “Paludrine”’ on malarial 
infection were completely exploited. This was a beautiful 
example of a scientific experiment perfectly controlled. It 
is interesting ‘to note that Mrs. Ian Mackerras, daughter 
of the younger Bancroft, played an active part in this work, 
the influence of which on the Allied victory in the south- 
west Pacific can hardly be over-estimated. 


Although the practising physicians of Australia have pro- 
duced no large volume of original work, they have rendered 
a great service to the profession by the high quality of the 
instruction and training which they have given over the 
half-century to medical students. There is perhaps no 


country in the world which turns out graduates in medicine 


of higher average excellence than those that issue year by 
year from our clinical schools. The rugged independence 
of. the Australian doctor and his ability to turn his hand 
to the varying problems of practice, whether in our crowded 
cities or our remote country towns or in the wide spaces 
of the “never-never” over which he pilots his own aeroplane 
from patient to patient, are almost proverbial. Partly 
racial and partly determined by the wide dispersion of our 
extra-urban population, these traits have been developed 
and enhanced by means of precept and example by Aus- 
tralian clinical teachers. It is a tradition of physicians in 
our large hospitals to make the teaching of medicine to 
medical students the most important function of their 
office. It would be invidious to name teaching physicians 
‘ who are still alive, but of those that are dead special honour 
is due to Arthur E. Mills, G. E. Rennie, Sinclair Gillies 
and Hamilton Marshall of Sydney, Henry C. Maudsley, 
Richard Stawell, A. V. M. Anderson, S. V. Sewell and 
L. S. Latham of Melbourne, and Verco of Adelaide. In 
each of these cities there are happily still alive, though no 
longer heard at the bedside, teachers of great distinction 
who will live long in the grateful memory of. their pupils. 


Conscious that the physicians of Australia were largely 
working in isolation with little opportunity of meeting one 
another except once every four years at meetings of an 
Australasian Medical Congress, some of the leading physi- 
cians determined at the end of the third decade to establish 
an association with limited membership consisting of 
physicians who held honorary appointments at teaching 
hospitals. On June 21, 1930, a meeting of “representative 
physicians of Sydney and Melbourne” was held in Mel- 
bourne for the purpose of forming an organization which 
was to be known as the “Association of Physicians of 
Australasia including New Zealand”. One of the more 
active spirits in the formation of this Association was Dr. 
S. V. (later Sir Sidney) Sewell. Sir Richard Stawell 
became the first president, Dr. S. V. Sewell the first sec- 
retary, and Dr. S. O. Cowen the first treasurer. The 
members of council were: Dr. C. B. (later Sir Charles) 
Blackburn, Dr. C. T. (later Sir Trent) de Crespigny, 
Dr. E. W. Fairfax, Dr. Konrad Hiller, Dr. A. W. Holmes 
a Court, Dr. F. S. Hone, Dr. C. H. Kellaway, Dr. L. S. 
Latham, Professor A. E. Mills, Dr. M. D. Silberberg and 
Dr. H. Hume Turnbull. it was decided to confine the 
number of members of the Association to 75, and this 
limitation held till April 16, 1937, when the rules were 


altered to allow the Council of the Association to elect as 
many persons as it should in its wisdom decide. The 
Association met every six months in either Sydney or 
Melbourne, with one meeting in Adelaide. Each meeting 
began with a luncheon at a club or hotel so that physicians 
from the various cities might meet and get to know one 
another. Scientific and clinical meetings were held on 
two successive days and much private entertainment 
assured a happy mingling of the members. 


As the Association of Physicians grew in importance and 
activity the demand for the formation of a coll-ge became 
vocal. At first many members of the Association were 
bitter)” opposed to this move, holding that the time was 
not ripe for the formation of such a large body and that 
the cause of internal medicine would be best served by the 
quiet intercourse of physicians discussing medical ques- 
tions with one another as they visited each other’s city. 
Medicine was, however, growing apace in importance, and 
those who supported the formation of a college won 
through. Time has proved that this was a wise decision. 
The Association decided to merge itsclf into a body which 
became known as “The Royal Australasian College of 
Physicians” and consisted of physicians from all the States 
of Australia and the Dominion of New Zealand who had . 
come together with the object of promoting the study of 
internal medicine and of maintaining and advancing the 
ethical and professional standards of practising physicians. 
The inaugural meeting of the College took place with fitting 
pageantry in December, 1938, in the Great Hall of the 
University of Sydney, in the presence of His Excellency 
Lord Wakehurst, Governor of New South Wales, and 
representatives of the Federal and State Goveinments and 
other public bodies. At this ceremony a message from His 
Majesty King George VI was read by His Excellency. The 
King ended his greeting with the following words: “I wish 
the College all success, in the confident belief that it has 
a great future before it and that its establishment will 
contribute materially to the advancement of medical science 
in Australia and New Zealand.” 


The young College received the bencdiction of the Royal 
College of Physicians of London, the Royal College of 
Physicians of Edinburgh, The American College of Physi- 
cians and The Royal College of Physicians and Surgeons 
of Canada, and congratulations from many other medical 
bodies: in all parts of the Empire. The Royal College of 
Physicians of London was represented in person by Dr. 
Herbert Morley Fletcher, of London, and The American 
College of Physicians by Dr. Noble Wiley Jones, of 
Portland, Oregon. Much help in the formation of the 
College was given by the President and Council of the 
Royal Australasian College of Surgeons, which had been 
founded in 1927. As the latter body had its headquarters 
in Melbourne, it was consideresd meet and just that the 
head office of the College should be established in Sydney. 
Within twelve months the Empire was plunged into war— 
a catastrophe which did not leave the College unscathed. 
Nevertheless it has made slow but sure progress in the 
decade that has passed, and it has been the means of 
promoting a higher standard of medical scholarship among 
the young graduates of the universities of Australia and 
the Dominion of New Zealand and of fostering the ethical 
and professional relationships of physicians to the great 


_ advantage of the general community. 


The objects of the College are set forth in its memoran- 
dum in twenty-three paragraphs, but, as the first president, 
Sir Charles Bickerton Blackburn, stated at the inaugural 
ceremony, the essential purposes of the College are the 
promotion of a scientific approach to the study of disease, 
the provision of facilities for young graduates to acquire 
an advanced knowledge of medicine, and the promotion of 
medical research. 


The roll of the College now comprises five Honorary 
Fellows, 217 Foundation Fellows, 67 Fellows and 328 
Members. Graduates are admitted to Membership of the 
College after examination, and Fellows are elected from 
among those Members of at least four years’ standing who 
are adjudged worthy of elevation to Fellowship. The 
government of the College is vested in a Council of twelve 
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Fellows elected by the general body of Fellows, and in the 
office bearers, who include the president, three vice- 
presidents, of whom one must be a resident of New 
Zealand, the honorary secretary, the honorary treasurer 
and the censor-in-chief. There have been seven presidents: 
Sir Charles Blackburn (1938-1940), Dr. S. V. (later Sir 
Sidney) Sewell (1940-1942), Sir Trent Champion de 
Crespigny (1942-1944), Dr. Harold J. Ritchie (1944-1946), 
Dr. S. A. Smith (1946-1948), Dr. L. S. Latham (1948-1950) 
and Dr. A. W. Holmes a Court (1950- ). The _first 
honorary secretary was Dr. A. S. Walker, the first honorary 
treasurer Dr. S. A. Smith, and the first censor-in-chief 
Dr. S. O. Cowen. To the painstaking labours of these three 
executive officers the rapid rise of the College to its present 
importance is in largest measure due. Although it was 
born on the eve of war and nurtured in its infancy through 
difficult times, the College has nevertheless “grown from 
strength to strength”. Already it is recognized throughout 
Australasia as the body which determines the fitness of 
medical graduates to practise as consulting physicians and 
as specialists in the ancillary branches of medicine. It is 
thus playing an ever-growing part in post-graduate medical 
education and it has made modest but not negligible pro- 
gress in its programme of medical research. 


mention the effect of the medical renascence of the last two 
decades on this branch of medical practice. With the rise 
of operative surgery that followed the introduction of 
asepsis, internal medicine lost much of its appeal to the 
profession. Competition for appointments, whether medical 
or surgical, to the staffs of clinical schools has, of course, 
always been keen, but in the first quarter of the century 
few graduates desired an honorary position as a physician 
in a hospital where medical students did not throng the 
wards. In the late twenties and early thirties, when most 
non-teaching hospitals divided their visiting staffs for the 
first time into physicians and surgeons, competition was 
active only for the surgical appointments. Men of inferior 
capacity or of little influence with hospital boards swai- 
lowed hard and accepted the title of physician with 
ill-concealed disappointment. The rise to power of internal 
medicine, its onward sweep from one therapeutic triumph 


- to another, and the pride of physicians themse!ves in their 


own craft have turned the wheel full circle. Today com- 
petition by young men of high mental powers is even 
brisker for medical than for surgical appointments. This 
rivalry has one distressing feature—an unhappy urge to 
win as many diplomas or degrees as possible with the 
expenditure of time and energy, some of which would be 


Any review of the history of internal medicine in better spent in gaining more clinical or laboratory 
Australia would fall short of completeness if it*did not experience. 


THE DEVELOPMENT AND PRACTICE OF SURGERY IN AUSTRALIA DURING 
FIFTY YEARS 


By Sir Victor HurR-ey, 
Melbourne. 


Tue half-century just completed has seen more momen- 
tous happenings than any other similar period in world 
history. Two world wars in our generation and the national 
and social changes resulting therefrom have profoundly 
affected the lives and work of the peoples of all countries, 
and the end is not yet in sight. Far-reaching advances 
have taken place in medical and surgical practice, as well 
as in scientific discoveries in the last fifty years. Some of 
these have been related to the experiences of the two world 
wars with their subsequent effects. These advances have 
been so great, and in so many fields that it is hardly 
possible for any individual to cover the subject adequately. 


By the beginning of this century surgeons the world 
over had gathered the first fruits of the harvest of surgical 
achievement, made possible by the work of Lister some 
twenty years previously. Many thought there was not 
much more to come. Some were even rash enough to 
predict that no further major advances in surgery were 
likely, but actually even greater progress has been made 
in the years which have followed, not only in fields 
already opened up, but also in entirely new ones. 


Surgical practice in Australia has closely followed the 
developments in other countries. At the beginning of this 
century most of our medical graduates had received their 
early training in our own medical schools, which were 
of a high standard. Many of these graduates, however, 
intending to pursue a surgical career, proceeded overseas 
for further post-graduate training and experience, and 
Australian surgery was thus kept abreast of the times. 
Many of our surgical leaders and teachers had also worked 
under the leading surgeons of the day, and themselves 
made valuable contributions to surgery. 

In this antiseptic era following the adoption of Listerian 
principles, the number of antiseptic substances and tech- 


niques were many and varied and were continually being 
added to. Much research was undertaken to produce ideal 
antiseptics which would destroy the pathogenic bacteria 
responsible for wound infection and, in so doing, inflict 
no damage on the bodily tissues. The so-called aseptic 
system followed on this period, and to a certain extent had 
replaced the antiseptic procedures which had been developed 
as a result of Listerian principles, and surgeons generally 
were reasonably satisfied with the position until the time 
of the First World War in 1914. 

They were then rudely disillusioned in their belief that 
the problems of wound infections had been completely 
solved. In that war they encountered the severe and often 
multiple wounds resulting from the devastating effect of 
modern high explosives. Especially on the western front 
in Europe, close fighting and trench warfare characterized 
the greater part of the war, and the wounded were often 
untreated for long periods in heavily contaminated sur- 
roundings. Appalling infections resulted in the devitalized 
tissues into which infected material had penetrated, and 
the surgical procedures which had proved satisfactory in 
civil surgery were completely ineffective in the treatment 
of these war wounds. It was not until the latter part of 
the 1914-1918 war that these infections were brought 
under some degree of control, when the principles of 
thorough opening up of wounds--excision of devitalized 
and infected tissues, free drainage, and other fundamental 
surgical principles—were adopted. 

There were, however, some benefits—all of which were 
not immediately apparent—arising out of surgical work 
under war-time conditions. The treatment of large numbers 
of wounded and the stimulus of war necessities presented 
the opportunity for close observations and investigations 
on a large scale, such as were not readily possible in civil 
life. In the medical units in the field and at the base, 
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whole-time specialist medical officers worked in close daily 
contact. with each other, with facilities for free discussion 
of their problems and difficulties. 

Opportunities also existed for regular contacts with 
officers of other medical services, and the procedures thus, 
found to be most effective soon became generally adopted. 

Arising out of both world wars there have thus been 
permanent additions to our knowledge, which have later 
been further extended and incorporated 
into civil surgical practice. In stating 
this, one does not, of course, seek to 
minimize the great advances made in 
surgery between the wars and since, 
which have been entirely unrelated 
thereto. 

The First World War gave us blood 
transfusion, which was first carried out 
by direct arm-to-arm methods, then by 
the use of paraffin-coated flasks, and 
finally by the use of anticoagulants in 
the so-called citrate method, which with 
minor variations is the method usually 
employed today. Side by side with this, 
the principles underlying blood grouping 
—which had been defined before the 
war—became well established, and blood 
transfusion became a relatively simple 
procedure, capable of universal use. 
While the main principles remain 
unchanged, there have been many ex- 
tensions of our knowledge in this field 
and its range of application has been 
progressively widened. Additional groups 
and subgroups have been defined, and 
the Rh factor and its ramifications 
recognized. Many of our present exten- 
sive surgical procedures, previously 
impossible of performance except under 
prohibitive risks, are now confidently 
undertaken with the aid of blood trans- 
fusion. The highly efficient organization 
set up by the Australian Red Cross 
Society has made the benefits of blood 
transfusion readily available not only in 
large hospitals and centres, but also 
throughout the country generally. Men- 
tion should be made of the apparatus 
devised by the late Julian Smith for the 
direct and rapid transfusion of whole 
blood. 

A new era in plastic surgery was also 
opened up by the work of Gillies and 
those associated with him at Sidcup in 
World War I. Surgeons from. the 
Dominions were amongst those working 
at Sidcup, and the Australian surgeons 
who were there further developed and 
extended this work in Australia on their. 
return. In World War II similar arrange- 
ments to deal with patients requiring 
plastic surgery were set up at East 
Grinstead under MacIndoe and his fellow 
workers. Australian surgeons again had 
the opportunity of gaining experience in 
this work. They later worked with the 
Australian services dealing with Aus- 
tralian wounded, and since the war have 
extended the same methods and principles 
to the injuries and deformities met with in civil practice. 

Thoracic surgery had already been developed before the 
war by Sauerbruch and other surgeons on the Continent, 
and in England by the pioneer work of Morriston Davies. 
The solution of the problems of intrathoracic pressures 
had not been satisfactorily accomplished, and complicated 
pressure cabinets and respirators were thought necessary 
to enable any extensive surgical procedures to be carried 
out within the thorax. Military surgeons, however, had 
to cope with extensive thoracic and thoraco-abdominal 
wounds, and the special principles associated with their 
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management were recognized. Methods were developed to 
deal with these conditions, and they have since been 
greatly improved and extended. In particular the great 
developments which have taken place in anesthesia have 
contributed more than any other factor to the spectacular 
advances of thoracic surgery in recent years. 

At the beginning of this century orthopedic surgery had 
already been firmly established in England as a special 
branch of surgery, chiefly by the work of 
Robert Jones. The enormous number of 
bone and joint wounds and the mutilated 
limbs to be dealt with in the First World 
War presented problems which provided 
him and the orthopedic surgeons trained 
in his methods with a limitless field. 


Team Work. 


Team work, which was found to be 
so effective in military surgery, has 
become more and more necessary in 
civil life, particularly in the more 
specialized branches of surgery. 

Much of our modern research is also 
carried out by teams of workers, each 
member of the team an expert in his 
own field. 

Medicine and surgery been 
indebted to a greater and greater extent 
in recent years to researches in the 


basic sciences of physiology, _ bio- 
chemistry and pathology, and_ out- 
standing advances have been made. The 


applications of these advances to the 
problems of diseases and their treatment 
have not always been apparent at the 
time. The full significance of Fleming’s 
original observation on penicillin, for 
example, was not appreciated until many 
years later, when the further work of 
Florey and his group showed its value 
in the treatment of disease. Further 
researches in this field of antibiotics, 
which was thus opened up, have led 
to the introduction of . streptomycin, 
“Chloromycetin” and aureomycin, and 
others are still being added to the list. 
On the technical side, most of the 
advances in surgery in recent years have 
resulted from the work of an individual 
or a group concentrating on a particular 
field. Nowadays the results of new work 
readily become widely known because of 
the availability and exchange of pub- 
lished literature, and also because 
personal contacts between workers in 
the same field in different countries are 
now more readily possible, so that new 
techniques and methods soon become 
generally adopted. 


Development of Specialism in 
Surgery. 

The twenty years which elapsed 
between the two wars saw rapid develop- 
ments in all branches of surgery, and 
particularly in the growth of surgical 
specialties. The surgeon was no longer 
required to be merely an_ expert 
technician, but had also to be well informed on the 
advances in the basic sciences and their practical applica- 
tion to surgery. No one surgeon could hope to keep abreast 
of all these advances or to become proficient in the special 
methods and techniques required to apply them in the 
treatment of patients. 

In the earlier years many surgeons had experience of 
general practice before concentrating on surgery, and there 
were advantages in the broader outlook they thus obtained. 
In this period also, surgery was mainly carried out by 
general surgeons who covered most of the then explored 
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field. As specialism has developed more and more, the 
field of activity of the general surgeon has become pro- 
gressively narrowed, and for many reasons the passing of 
this type is to be regretted. 

Ophthalmology and laryngo-otology were the first to be 
developed as separate specialties, and since then gyne- 
cology, urology, orthopedics, neurosurgery, plastic surgery 
and others have been added. Several of these are dis- 
cussed elsewhere in this issue. : 


Aids to Surgical Diagnosis. 


Modern equipment and methods now available enable an 
accurate diagnosis to be made, in most cases, in almost 
every branch of sur- 
gery. It was only in 
the earlier years of 
the century that X-ray 
equipment was first 
installed in our hos- 
pitals. By the use of 
X rays, and, where 
necessary, of appro- 
priate opaque media, 
it has become possible 
to subject almost every 
system and region of 
the body to detailed 
radiological examina- 
tion. By this. means, 
together with the 
development of endo- 
scopic methods, which 
enable many organs 
of the body to be 
inspected directly, sur- 
gical diagnosis has 
been vastly improved. 
By the additional use , 
of modern biochemical 
methods of investiga- 
tion and biopsy, where 
possible, a complete 
and accurate diagnosis 
can now be made in 
a large proportion of 
cases. 


Anesthesia. 

No account of sur- 
gical progress would be 
complete without refer- 
ence to the great 
developments in recent 
years of anesthetics 
and anaesthetic 
maethods, which have 
made much. of our 
modern surgery 
possible. 

In the early 1900’s 
ether and chloroform 
were chiefly used. 
Local and spinal types of anesthesia were employed to a 
limited extent, and in later years their use became more 
general. T. P. Dunhill first showed in Australia that the 
risks of thyreoidectomy in severe cases of toxic goitre 
could be greatly reduced by the use of local anesthesia. A 
special section is devoted to anesthesia in another part of 
this issue. 


General. 


Blood transfusion has already been mentioned, and is 
freely used by all surgeons in cases of hemorrhage, how- 
ever caused, and also in prolonged and extensive operations. 
In large centres, specialist transfusion or resuscitation 
officers now carry out the transfusion of blood and the 
other fluids used ix intravenous therapy. With increased 
experience and knowledge, together with the results of 
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physiological research, there is now a clearer appreciation 
of the basic principles underlying surgical shock and fluid 
replacement. The necessity for the conservation and main- 
tenance at an adequate level of the body fluids is now well 


recognized. 


Brief reference only is pcessible to some of the more 
important advances in the various branches of surgery. 


Abdominal Surgery. | 

In gastric surgery the indications for operation in peptic 
ulcer are now more clearly defined, and some form of 
gastrectomy is now the operation most commonly per- 
formed. The recently introduced operation of vagotomy, 
either by the thoracic 
or by the abdominal 
route, is still on its 
trial, but on the whole 
has not fulfilled expec- 
tations and is being 
reserved for special 
cases. With improve- 
ments in . anesthetic 
methods and in sur- 
gical technique the 
thoraco-abdominal or 
transthoracic approach 
is more: frequently 
used, and adequate 
access to the cardiac 
end of the stomach 
and lower part of the 
esophagus is now 
possible. 


In the surgery of 
the colon the main 
advance for the 
greater part of the 
period under review 
was the recognition of 
the dangers of opera- 
tion in the presence of 
obstruction, and of the 
value of staged opera- 
tions and exterioriza- 
tion methods in reduc- 
ing operative mor- 
tality. In the last few 
years, however, the 
introduction of chemo- 
therapy with sulphona- 
mides and antibiotics 
has enabled more 
direct surgical pro- 
cedures to be employed 
with safety. Provided 
obstruction not 
present, primary resec- 
tion and anastomosis 
of the colon can now be safely performed in most cases. 

The use of chemotherapy has also greatly contributed 
to improved results in extensive resections of the 
rectum. By adequate pre-operative preparation and blood 
transfusion the combined type of operation, such as the 
perineo-abdominal, by two surgeons working together is 
now employed in a much larger proportion of cases. 

In the field of abdominal surgery mention should be 
made of the work of the late Charles Percy Barlee Clubbe 
on intussusception and of his book on the subject. Sir 
Hugh Devine’s book on surgery of the alimentary tract 
and his book with John Devine on surgery of the colon 
and rectum reflect credit on Australian surgery; and the 
same may be said of V. J. Kinsella’s book on the mechanism 
of abdominal pain. 
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Thoracic Surgery. 

In no field of surgery have more spectacular advances 
been made than in thoracic surgery. Improved. diagnosis 
by X-ray and endoscopic methods, new anesthetic tech- 
niques, and a better appreciation of the problems of intra- 
thoracic pressures have widened the field in many direc- 
tions. Lobectomy and pneumonectomy have become more 
or less standardized procedures. Perhaps the most remark- 


able results of all have been obtained in the surgical © 


treatment of congenital malformations of the great vessels 
in the last few years. Operation has also recently been 
extended with success to certain cases of valvular disease, 
particularly mitral sten- 
osis resulting from rheu- 
matic infection. E. S. J. 
King’s book on surgery 
of the heart is a work of 
outstanding merit. 


Neurosurgery. 
The work of Horsley 
and Cushing placed 


neurosurgery on a sound 
basis, and great strides 
have since been made. 
Greater precision of diag- 
nosis is now possible by 
advances in knowledge of 
brain function and locali- 
zation, and by 
modern X-ray and elec- 
trical methods of investi- 
gation. Improved opera- 
tive technique and equip- 
ment, local anesthesia and 
blood transfusion have 
greatly widened the scope 
of surgery in this field. 
The monographs’ by 
Graeme Robertson, of 
Melbourne, on encephalo- 
graphy are widely ac- 
claimed as_ standard 
works. 


The anatomy and func- 
tion of the autonomic sys- 
tem of nerves have been 
largely elucidated, and 
operations based on this 
knowledge are now widely 
used—for example, vag- 
otomy for peptic ulcer; . 
Smithwick’s operation for 
hypertension, and sym- 
pathetic denervation for 
peripheral arterial disease. In this sphere the contribution 
of Norman Royle and John Irvine Hunter to the surgery 
of the sympathetic nervous system should not be 
forgotten. 


Orthopaedic Surgery. 


With increasing mechanization of modern transport and 
industry, the number of injuries including fractures has 
greatly increased and they are also more severe. The 
methods employed and the results of treatment of fractures 
are superior to those of our student days. Treatment can 
now be checked throughout by X-ray examination, and 
portable plants are available for patients who cannot be 
moved. 


The most important Australian work: on fractures in 
the early part of the half-century to stand the test of 
time was that of R. Hamilton Russell on fracture of the 
femur. Of the many other advances, perhaps the most 
noteworthy have been the replacement of the older wooden 
and metal splints by plaster of Paris, the use of methods 
of internal fixation in certain fractures which could not 
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otherwise be successfully treated, notably by the use of 
a Smith-Petersen nail in fractures of the neck of the femur. 


With the protective cover now available by. chemo- 
therapy surgeons can operate on compound fractures with 
a high expectation of healing without infection. This has 
rendered possible the fixation of fractures by metal plates 
with reasonable safety, this procedure having previously 
been discarded owing to the high incidence of serious 
infective complications. At this point mention should be 
made of K. W. Starr’s book on the deiayed union of 
fractures. 

.. The antibiotics have 
also completely revolu- 
tionized the prognosis and 
treatment of acute osteo- 
myelitis. 


Hydatid Disease. 


Australian surgeons and 
physicians have contri- 
buted largely to know- 
ledge on hydatid disease, 
The details of the life 
history of the parasite, 
its methods of develop- 
ment and its diagnosis in 
man were extensively 
investigated by H. R. 
Dew, Hamilton Fairley 
and others. Dew’s classi- 
cal book on the subject 
was published in 1928. 
The principles of surgical 
treatment have not, how- 
ever, greatly altered in 
the period under review. 
The number of cases now 
met with is much less 
than formerly, because of 
wider recognition of the 
precautions necessary to 
prevent spread of the 
disease. 

The Royal Australasian 
College of Surgeons, 
realizing that our sur- 
geons had special oppor- 
tunities for the study of 
the disease, and on the 
recommendation of Sir 
Louis Barnett, established 
a Hydatid Registry in ~ 
1930, to which Fellows 
were asked to send 
detailed records of their 
cases. The records of more than 2000 cases have thus been 
collected and made available for critical analysis. 


Thyreoid Disease. 


Fifty years ago the treatment of thyreoid diseases was 
chiefly medical, although some operations were performed, 
mainly for large and disfiguring goitres. The fact that 
iodine could exercise a profound influence on goitres had 
long been known, but its exact role and limitations were 
first defined by Plummer. There then followed a period 
in which iodine was used as a preliminary to operation in 
toxic goitres and thyreoidectomy performed. At first local 
anesthesia was largely employed by Dunhill and others, 
and with the more extended use of iodine and of improved 
methods of anesthesia, thyreoidectomy has become a safe 
procedure in expert hands. 


The introduction of thiouracil and other “thio” com- 
pounds in recent years has again altered the picture, and 
it appears that some types of goitre can. be treated medi- 
cally, even though this may be necessary for long periods. 
H. R. G. Poate has published convincing results of this type 
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of treatment. In other cases the administration of thio- 
uracil has to be followed by surgery. 


The Royal Australasian College of Surgeons. 

As the range of surgery extended and the various sur- 
gical specialties developed, the need became apparent in 
Australia and New Zealand for more effective arrange- 
ments for the adequate training of young men intending to 
qualify themselves for a surgical career and at the same 
time to raise the standard of surgery in Australasia. 

At the Australasian Medical Congress in Brisbane in 
August, 1920, Sir Louis Barnett, of Dunedin, New Zealand, 
raised the subject in a letter to the Honorary Secretary 
of the Surgical Section of the Congress. At that time 


there had already been established the Victorian Surgical 
Association and the Surgical Section of the New South 
Wales Branch of the British Medical Association. A motion 
moved at this Congress by Mr. Hamilton Russell, affirming 
that the time had arrived for considering the desirability 
was 


of forming an Australasian Surgical Association, 


- Australasia as founders of the College. 


of the British Medical Association and by the Victorian 
Surgical Association. Meetings of surgeons were held in 
the chief Australian States and in New Zealand, and 
delegates were appointed to a meeting in Sydney in 
August, 1926. At this meeting, a provisional Executive 
Committee was appe‘nated to draw up a provisional Con- 
stitution, and selected forty of the senior surgeons of 
On February 5, 
1927, the founders met in Dunedin, New Zealand, and 
elected the first Council of the College of Surgeons of 
Australasia with Sir George Syme as first president. 
The first annual meeting was held at Canberra on 
March 31, 1928. The College was incorporated on October 
24, 1930. In March, 1931, at the annual general meeting in 
Sydney, it was decided to take steps for the erection of 
a College headquarters, and that this should be located in 
Melbourne. The College became an incorporated body in 
Victoria and was subsequently known as the Royal Aus- 
tralasian College of Surgeons. The Victorian Government 
made available the splendid site on which the present 
College stands, the necessary funds for the building being 


The Royal Melbourne Hospital. 


rejected after a lengthy debate, and an amendment moved 
by Mr. Gordon Craig was carried, that the meeting favoured 
the formation of a section of surgery in each Branch of the 
British Medical Association in Australia and New Zealand. 
No action followed on this meeting, and the matter was 
next raised from another angle, by the visit to Australia 
in 1924 of a delegation from the American College of 
Surgeons headed by Dr. W. J. Mayo and Dr. Franklin 
Martin. They outlined the aims and objects of the 
American College of Surgeons, and offered Fellowships to 
many ieading surgeons. These were accepted by twenty- 
five surgeons in Australia and New Zealand. It then 
seemed apparent to many Australasian surgeons that unless 
steps were taken to establish a College of Surgeons of our 
own, the field would be occupied by another organization. 
As a result, various discussions ensued, and in July, 1926, 
a letter signed by Sir George Syme, Mr. Hamilton Russell 
and Sir Hugh Devine, was sent to all senior surgeons 
holding office in clinical schools in Australasia, inviting 
them to become provisional members of an Australasian 
College of Surgeons. The replies to this invitation being 
unanimously favourable, the proposal was approved by 
the Section of Surgery of the New South Wales Branch 


obtained by contributions from the Fellows. The building 
was Officially opened on March 4, 1935, by the then 
President of the Royal College of Surgeons in England, 
Sir Holburt Waring. 

From its inception, the Royal Australasian College of - 
Surgeons has maintained the closest relationships with 
the Royal College of Surgeons of England, and the links 
between them have been progressively strengthened. In 
1932, the Council of the English College, under the 
presidency of Lord Moynihan, presented our College with 
a golden mace bearing the signatures of all the members 
of their Council. The mace, which is a magnificent 
example of English craftmanship, is used at all ceremonial 
functions of the Australasian College. 

Arrangements were made between the two Colleges for 


‘examinations to be held in Australia and in New Zealand 


for the Primary Examination for the Fellowship of the 
English College. Examiners were sent from England in 
1931, 1934 and 1937, and the arrangement was then inter- 
rupted by the war. 

In 1946, after the cessation of hostilities, the Aus- 
tralasian College decided to institute a new type of 
examination for its Fellowship, to replace the previous 
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Board of Censors type of examination. Under the new 
arrangement, the College conducted a Primary and a 
Final Examination for its Fellowship on similar lines to 
that of the English College. The Board of Censors 
Examination previously in force was, however, continued 
for a period in order to protect the interests of men who 
were eligible but who had been prevented from presenting 
themselves because of war service. 
tion of this new type of examination, and after further 
negotiations, the Royal College of Surgeons of England 
agreed to the reciprocal recognition by the two Colleges 
of each others’ Primary Examinations. It was also agreed 
that examiners for the Primary and Final Examinations 
of the Royal Australasian College might examine for the 
Primary and Final Examinations of their College, and vice 
versa. This arrangement has already been in operation. 


The Royal Australasian College of Surgeons has from 
its inception required as an essential prerequisite from 
candidates for its Fellowship that they should have 
undergone an approved period of apprenticeship training 
before being permitted to present themselves for examina- 
tion. In this way, it is ensured that the holders of its 
Fellowship shall have had practical experience in surgery, 
as well as academic knowledge. 

Recognizing the developments of special branches of 
surgery, it was decided that the Fellowship of ‘the College 
could be obtained either in general surgery or in one of 
the following specialties: orthopedics, gynecology and 
operative obstetrics, urology, ophthalmology and laryngo- 
otology. 

The educational side of the work of the College has 
been greatly helped by the munificent bequest of Gordon 
Craig, under which the Gordon Craig Library and the 
Gordon Craig Scholarships were established. 


Following the institu- - 


A few years ago the unique Cowlishaw collection was 
acquired and added to the library. 


In 1947, as a result of a gift by Sir Arthur Sims, the 
Sims Commonwealth Professorship was established. Under 
the terms of this foundation, provision is made for annual 
visits from distinguished physicians, surgeons and scien- 
tists to the Dominions, and also for distinguished workers 
in these fields resident in the Dominions to visit the 
United Kingdom. In this activity the College collaborates 
with the Royal Australasian College of Physicians. 

Soon after its inception the College undertook the pub- 
lication of a journal. This was first named The Journal 
of the College of Surgeons of Australasia, but after three 
years it became, and has since continued as, The Australian 
and New Zealand Journal of Surgery. The journal has 
established a wide and growing circulation, and not only 
provides a valuable medium for the publication of the 
work of Australian surgeons, but is also of considerable 
educational value. 

As part of its activities the College conducts scientific 
meetings, lectures and post-graduate courses. Many of 
these are open to the whole profession, and are thus of 
benefit to a wide circle. 


Conclusion. 


In this brief survey many important advances in surgery 
during the last fifty years have necessarily been omitted. 
It can, however, be predicted with confidence that the 
years ahead will be even more fruitful in results than 
those which have passed, and that the benefits of surgery 
will be extended in an ever-widening field for the relief 
of many of the ills fo. which our present methods are 


“still inadequate. 


GENERAL PRACTICE IN AUSTRALIA AT THE DAWN OF THE CENTURY 


By R. Scot SKIRVING, 
Sydney. 


NEARLY a year ago I wrote for the Brisbane Congress an 
account of the practice of medicine in New South Wales, 
as it appeared to me, during the last two decades of the 
nineteenth century. I think it was a little wistful and 
anecdotal, but I hope it was a fairly true picture of facts. 
When I comply now with a request to write something 
about general practice in Australia at the dawn of the 
century I must to a certain extent repeat myself. What 
I write gives a glimpse and no more. As the nineteenth 
century was closing, Queen Victoria sat on the throne 
of Britain and was the centre of an Empire on which, at 
that time, the sun never set. The people over whom she 
reigned were themselves quite “Victorian”, which connotes 
a good deal in conduct, character and general viewpoint 
on life. Many of them did pretty well, and lots of them 
were, I fear, rather smug—pleased with themselves and 
their way of life. Their attitude was fully reflected in the 
lives of the people in “this distant Colony” (I use the 
very words often found in the Government notices of those 
now distant days). On the whole these people—not then 
so much the “sovereign people” as of a later date—were 
curiously enough, no doubt, quite cheery for the most part. 
There were, nevertheless, many just causes for discontent; 
the underdog did not always get quite the fair deal he 
really deserved. However, the sun still shone, and if 
wages were low, food was cheap. The craftsman usually 
took a pride in doing his job well and did a fair day’s 
work for the pay he received. No foreign ideals or creeds 
had a hold on the imagination of either such quiet idealo- 
gists as existed, or the discontented. Individual effort was 


the rule, and this big island-continent gave scope and 
stimulus to work honestly, to rise, to save—in short, to 
make good and so to escape the ignominy of the dole, 
whatever guise it assumed. ; 

When in 1901 Queen Victoria died and much of what we 
now call Victorianism passed, the gap was quickly filled 
by new ideas, new viewpoints on most things—and the 
spate of them was overwhelming to conservative minds. 
Some were excellent; some were the reverse. Many of 
these changes were due to certain well-marked events 
which reacted on, and affected, our daily lives, and our 
own profession in the teaching of medicine, the training 
of students and our viewpoint on life. 

One of these influences, I think, was the payment of 
Members of Parliament, which made more possible the 
career of a professional politician than was the case when 
membership of the legislative body was an honorary office 
of distinction and responsibility. It brought in men, some 
of them quite admirable, but often without a background 
of that culture so needful in those who rule, or ought to 
do so, in the interest of all. I shall not labour this point, 
but directly or indirectly it did, and still does, influence 
the life of our profession. 

Culture is a wide word and embraces many ranges of 
human knowledge, so I do not imply here that a knowledge 
of dead languages is alone vital to politicians, or even to 
doctors. For the latter, indeed, a fair knowledge of Latin 
words is a great help to students learning the technicalities 
of medicine, and even a knowledge of the Greek alphabet 
would do them no harm. 
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However highly we may think of the value of the 
humanities to a medical student—and they are great—we 
can comfort ourselves by the thought that the Republic 
of Medicine, like the still wider Republic of Letters, should 
have no politics and no frontiers, and welcome learning 
in any language. Unfortunately the last six or seven years 
have forced our profession into taking some part for 
self-defence in such matters. 

Now came the internal combustion engine and all the 
changes it brought to our lives—some beneficial, some, I 
think, a good deal the reverse. Think of its annihilation of 
time and distance by 
rapid, easy transit 
over land, sea and 
air. Its ease and 
swiftness brought 
knowledge, help and 
safety to scattered 
peoples and isolated 
doctors. 


In 1900 already 
eighteen years had 
passed since Ander- 
son Stuart’s compel- 
ling urgence had 
founded the medical 
school in Sydney, and 
in the next few years 
similar seats of 
learning had begun 
to produce doctors. 
In Victoria and New 
South Wales a large 
number of competent 
practitioners could be 
found at work both 
in the capitals and 
in country districts. 


In 1883 there were 
186 medical men on 
the register in 
Sydney, not one of 
whom had an Aus- 
tralian qualification. 
There were three 
Fellows of the Royal 
College of Surgeons, 
but not one Fellow 
of the Royal College 
of Physicians, Lon- 
don. By 1900 there 
were about 1200 doc- 
tors on the roll, of 
whom quite an appre- 
ciable number were 
Australian graduates. 
In 1925 only 27 of 
the original 186 men 
were alive and on the register; but there were in Sydney 
1151 doctors, of whom 801 had received their professional 
education at the Sydney medical school. Today, after fifty 
years, there are in New South Wales 3335 medical men, 
of whom the majority hold Australian degrees, and in 
Sydney 2136 are on the telephone list. 


These changes in the seats of medical education were, 
of course, due to the successful working of the local medical 
schools, and efficiency was secured by the close affiliations 
of the universities with hospitals capable of regular clinical 
teaching. 

I think it is quite true to say that the doctors in the 
terminal years of the nineteenth century, as well as the 
spate of Sydney graduates in the next generation, especi- 
ally those in the country, were far more self-reliant and 
ready to take responsibilities and cope with sudden emer- 
gencies calling for operation than were their contemporary 
general practitioner colleagues in Great Britain; there 


Thomas Peter Anderson Stuart. 


consultant help was easy to obtain and quick to come. In 
Australia the geographical vastness of the: fields of prac- 
tice, and their remoteness, forced men to be their own con- 
sultants. Remember that there was then no air or motor 
transport, no flying doctor or trained nurse in those simpier 
days—just horse and buggy. 

The Government medical service was not very extensive; 
neither, indeed, was the Civil Service as a whole, but both 
sufficed for the population at that time. 

The “working classes”, both manual workers and many 
of the “collar and tie” variety, looked after themselves 

in most of their needs 


for medical atten- 
dance by an exten- 
sive system of clubs 
and benefit societies. 
It worked well on the 
whole and was a 
healthy expression of 
independence of 
character—to rely on 
oneself and not to 
seek State aid. 


No doubt this sys- 
tem was also open to 
abuse, but not quite 
so much as are State 
aid sehemes. The 
club patients often 
sent for their doctors 
unnecessarily on the 
one hand; and who 
can deny that these 
harassed prac- 
titioners did some- 
times become a little 
careless over an occa- 
sional contract 
patient? But one 
thing indeed did up- 
set these doctors, and 
that was the dis- 
covery that many of 
their patients were 
quite well-to-do and 
had ample means to 
employ a_ private 
medical attendant. 


The clubs varied 
in their pay to the 
doctors. In some 
women’s clubs it 
might be 15s. per 
annum, up to pos- 
sibly 30s. per annum 
in a rather swanky 
benefit society which 
really contained too 
many well-to-do people. Club midwifery fees were £1 1s. with 
nine days’ attendance included. In ordinary private prac- 
tice the fees for a single visit or consultation “at the 
surgery” were 7s. 6d. and 10s. 6d. In the senior ranks of 
the profession £1 1s. was usual, and £2 2s. was charged for 
a consultation with the regular medical attendant. Mileage 
was charged, of course, and varied in amount per mile. 
But ordinarily in Macquarie Street the fee was usually 
£2 2s. for the first consultation. I think that over £10 10s. 
for a confinement in a general practitioner’s good-class 
practice was not a common financial surprise. 


Nearly all the medical practitioners were occasional 
operators; the day of the surgical specialist came after 
1900. I remember men who removed tonsils with a guillo- 
tine not too efficiently in their consulting rooms, sometimes 
with no anesthetic. There was no cocaine, and they 
charged £2 2s. for the evil and inefficient performance. 
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In those times it was not difficult to make a living in 
New South Wales as a doctor in the country, and even in 
Sydney. If one was sober (some of our cloth were not 
aggressively temperate), industrious and punctual, with a 
fair common-sense knowledge of the medicine of those 
days, it was always possible to get along and make a living. 


Osler’s great text-book was first published in 1892, and it 
did us all a great deal of good. It is one of the few acts 
of my life which I recall with some satisfaction that I 
introduced it to the final-year students as their text-book. 
It remained so for many years. 


In 1899 began our war with the South African Republic. 
We in Australia were still in the colony stage and sent 
contingents to it, to the help of the Mother Country, for 
the second time in our history. The men who returned 
had had new and unsettling experiences, and both the com- 
batant and the medical men often looked on life’s problems 
with different eyes. Yes,-their vision was enlarged; they 
came home far less parochial than they went. If this was 
so with the handful who sailed to South Africa, one can 
imagine the wide effect on the thousands who went to the 
subsequent World Wars. 


War is a terrible affair and mostly a foolish thing, but I 
try to think it not an unmixed evil. I know of no better 
remedy for individual as well as national selfishness. But 
alas, it is true that the finer things of life—good literature, 
art, music—all fall behind. ‘ven scientific work lags, 
except on one hand the invention of new and strange 
means of destruction. But there is one bright spot: war 
gives a great impetus te work of a beneficial kind, on 
medical discovery. I need do no more than mention our 
use of vaccines, sulphonamides, penicillin and a dozen 
other products of scientific research. 


In 1900 and the following years there was accomplished 
the federation of Australia and the union of these dis- 
parted colonies. Politically the change was good, ard its 
effect on the profession of medicine was equally so. We 
were now a closely united party with common aims, with 
a greater facility in effort and accomplishment. Our 
teaching centres had close knowledge of each other and 


what work was being done therein. Political federation 
brought with it union of the separate military medical 
services—and here THE MEDICAL JOURNAL OF AUSTRALIA 
took its share in the union by being the mouthpiece of the 
profession. Anterior to 1900 the military medical services 
were just the medical officers of the small separate force 
of each individual colony. 

I must hark back again to the internal combustion engine. 
It has much for which to answer—good and evil. I must 
try not to think in senile fashion of the latter, but rather 
dwell on the good. 


Certainly it brought to an end our good old horse and 
buggy doctor, who had done so well in the past with his 
cheerful presence in lonely places. Now distances were 
annihilated and the hoot of the motor was heard every- 
where—in the city streets, in the countryside, and over 
the arid fringes of the “dead heart of Australia”. So also 
did wireless bring the outback into touch with the help 
which the sorely tried men and women need so much and 
so well deserve, for they are the salt of the earth, the real 
Australians, and the still undegenerated representatives of 
our pionering forebears. And if the call for help was heard 
over the air, so soon it was followed by the flying doctor 
in his aeroplane—all wonderful, wise and good. 


On the future of our own profession I do not like to 
allow myself to dwell. I imagine that there will always 
be some radiant souls who will discover, who will still 
apply themselves to scientific research with ardour and 
success, and all without worldly motives. But for the 
general mass of the medical profession I fear the future 
is not violently cheerful. Many unsuitable men will find 


‘themselves in a profession for which they are culturally 


without a background and for which they are therefore 
not well fitted. Many of them will be just wage-earners, 
cogs in the wheels of a swollen and soulless civil service, 
at the beck and call of bureaucrats and politicians. They 
will be without the stimulus of personal ambition, without 
the wholesome possibilities of thrift and an honourable 
independence gained by their own efforts. I hope not; but 
I fear not a little. 


GENERAL PRACTICE TODAY: IN URBAN AREAS 


By LEIGH Cook, 


Claremont, Western Australia. 


I AM SURE that the post-war years and this, the year 
1951, find the urban general practitioner with less leisure 
than he has ever had before and certainly with less leisure 
than almost any other group within the community. For 
the most part he is still on call for twenty-four hours a 
day, seven days a week. He still works from his private 
house. He still conducts an evening consulting hour! 


The telephone, the motor-car, air transport—all the 
mechanical and scientific advances of the age have 
.quickened the tempo of his life. Whereas at one time he 
had his busy periods, he had also the lull between to 
recuperate and to read. Now he finds himself almost 
continually on the move—chasing the minutes. 


Yet, if they had the opportunity to do so, how few 
doctors would change their lot! What a large proportion 
of their sons follow in their footsteps, in spite of having 
grown up in the hurried and concentrated atmosphere of 
the doctor’s home! 

Let us pause for half an hour and take a look at the 
family doctor of 1951. Let us look closely, for some 
rophesy that he is departing from the historical scene. 


They see the forces already at work which spell his 
extinction. If this should be so it may mean disaster, 
for he is the foundation on which for generations our 
health services have rested. Tradition has established 
him as one who ministers to the whole man—body, mind 
and spirit. But whether he is to go or whether he is to 
stay, this jubilee year seems an opportune occasion on 
which to attempt a portrayal of the man and his work. 


The Man. 


Friend and guide, physician, and often spiritual adviser; 
such is the high calling of those who accept general prac- 
tice as a vocation in the true sense. The personal qualities 
required to satisfy adequately and completely the expecta- 
tions: of his fellow man are beyond the capacity of any 
one doctor. Primarily, the general practitioner is just a 
human being with a profound- understanding of humanity. 
He may add to this a well grounded philosophy of life, 
so that his wisdom flows from glimpses of the eternal. 
He may have a ready sympathy and be gentle, so gentle 
that he is careful of mental hurt as well as of physical 
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pain. Whilst counting every minute, he may give the 
appearance of being unhurried and may make every 
patient feel that his particular problem is of very real 
concern to his doctor. The more of these qualities he com- 
bines within himself, the better equipped he will be. The 
cynic will tell you with a curl of the lip that he has a 
“good bedside manner”. 

The general practitioner is no superman. Many, how- 
ever, do expend themselves with little regard to self. I 
would venture the opinion that where the so-called bedside 
manner arises naturally from the doctor’s sincerity and 
conscientious endeavour to do the best for his patient as 
a fellow man, then it is the greatest attribute he can possess. 


Apart from the out- 
standing qualities de- 
manded of his _ per- 
sonality, the general 
practitioner has to have 
a sound medical know- 
ledge. In addition, he 
must have that absorb- 
ing interest in his sub- 
ject for its own sake 
which will lead him to 
do sufficient reading to 
keep abreast of the 
rapidly growing volume 
of information and 
knowledge in his field. 


It is a great pity that 
the intensity of his uni- 
versity course, with its 
competition, its special- 
ization, and its tremen- 
dous amount of detail, 
prevents the young doc- 
tor from acquiring that 
broad culture and 
general knowledge 
which marked many of 
those of a former genera- 
tion. Once he is in 
general practice it be- 
comes increasingly diffi- 
cult for him te make 
opportunities for 
broadening his mind. 
Of course, there are 
some doctors of wide 
education and culture. 
These are familiar with 
the delights of the arts, 
the theories of the social 
sciences or the stimulus 
of adventuring in the 
realms’ of abstract 
thought. Nevertheless, 
outside his own subject 
the average doctor is 
often woefully ignorant 
—so ignorant, in fact, 
as not to appreciate 
the limitations of his own knowledge. Dogmatic in his own 
field, he is apt to extend his dogmatism to subjects he has 
not studied. The great disadvantage of this is that the 
public is very liable to attach undue weight to his words 
and to be misled. 

Perhaps in the medical course of the future, students 
may spend less time standing for hours trying to catch 
glimpses of operations they will never perform and more 
time in developing an interest in the various fields of 
intellectual adventure. If only sufficient time were taken 
to train medical men to assess the weight and value of 
various authorities, false and true, the result would be 
well worth while. 

Fortunately “sport” is not neglected in the same way 
and most doctors take their due place in the sporting 
activities of the community. 


Harry Brookes Allen. 


As befits members of an honourable profession, the 
general conduct of the great majority is guided by high 
moral principles. 

The doctor is usually a strong individualist and a strong 
personality within his community. That community prob- 
ably gives him more respect and social status than is 
rightly his due. Perhaps this respect arises from a vision 
of service and sacrifice, of dedication to work, of love of 
humanity. 


His Place of Work. 


The vast majority of suburban general practitioners still 
have consulting rooms attached to their homes. This has 
great advantages from 
the viewpoint of the 
patients and enormous 
disadvantages from that 
of the doctor and his 
family. 


Since at least one- 
third, and _ probably 
more, of his patients 
complain of symptoms 
not due so much to 
organic illness as_ to 
environmental stresses, 
it is necessary for the 
doctor to provide an 
atmosphere in which the 
patient can readily un- 
burden himself. Hence 
the more homely and 
the less awe-inspiring 
the consulting room, the 
better. Here the doctor 
can be just another man 
living and working in 
ordinary - looking 
house. The atmosphere 
holds little that is un- 
familiar or terrifying. 
Here it is that the 
doctor finds his greatest 
strength as guide, phil- 
osopher and friend. 


The members of his 
family, on the other 
hand, long accustomed 
to the sacrifice of home 
life, are now finding that 
the burden of more and 
more work from the 
practice is being forced 
upon them. Competent 
domestic help is almost 
a thing of the past. 
“New Australians” may 
be employed if the 
doctor’s wife has the 
patience to teach them 
the rudiments of Eng- 
lish and the “A BC” of 
domestic work. Even if the “New Australian” stays on 
and learns to speak reasonably good English, she still 
cannot be left to take telephone messages involving 
strange names and unfamiliar addresses. So, in addition 
to a large house which she cannot manage without help, 
the doctor’s wife spends much of her time on telephone 
duty. 

In sheer desperation some doctors are leaving their 
telephones unattended while they take a vital “breather” 
in week-ends with their families. Others are contributing 
to a central telephone agency which in the doctor’s absence 
takes messages, provided the patients ring the alternative 
number listed in the telephone book. 

To the busy wife at home the telephone provides a 
constant series of interruptions for the greater part of the 
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In those times it was not difficult to make a living in 
New South Wales as a doctor in the country, and even in 
Sydney. If one was sober (some of our cloth were not 
aggressively temperate), industrious and punctual, with a 
fair common-sense knowledge of the medicine of those 
days, it was always possible to get along and make a living. 


Osler’s great text-book was first published in 1892, and it 
did us all a great deal of good. It is one of the few acts 
of my life which I recall with some satisfaction that I 
introduced it to the final-year students as their text-book. 
It remained so for many years. 


In 1899 began our war with the South African Republic. 
We in Australia were still in the colony stage and sent 
contingents to it, to the help of the Mother Country, for 
the second time in our history. The men who returned 
had had new and unsettling experiences, and both the com- 
batant and the medical men often looked on life’s problems 
with different eyes. Yes, their vision was enlarged; they 
came home far less parochial than they went. If this was 
so with the handful who sailed to South Africa, one can 
imagine the wide effect on the thousands who went to the 
subsequent World Wars. 


War is a terrible affair and mostly a foolish thing, but I 
try to think it not an unmixed evil. I know of no better 
remedy for individual as well as national selfishness. But 
alas, it is true that the finer things of life—good literature, 
art, music—all fall behind. Even scientific work lags, 
except on one hand the invention of new and strange 
means of destruction. But there is one bright spot: war 
gives a great impetus te work of a beneficial kind, on 
medical discovery. I need do no more than mention our 
use of vaccines, sulphonamides, penicillin and a dozen 
other products of scientific research. 


In 1900 and the following years there was accomplished 
the federation of Australia and the union of these dis- 
parted colonies. Politically the change was good, and its 
effect on the profession of medicine was equally so. We 
were now a closely united party with common aims, with 
a greater facility in effort and accomplishment. Our 
teaching centres had close knowledge of each other and 


what work was being done therein. Political federation 
brought with it union of the separate military medical 
services—and here THE MEDICAL JOURNAL OF AUSTRALIA 
took its share in the union by being the mouthpiece of the 
profession. Anterior to 1900 the military medical services 
were just the medical officers of the small separate force 
of each individual colony. 

I must hark back again to the internal combustion engine. 
It has much for which to answer—good and evil. I must 
try not to think in senile fashion of the latter, but rather 
dwell on the good. 


Certainly it brought to an end our good old horse and 
buggy doctor, who had done so well in the past with his 
cheerful presence in lonely places. Now distances were 
annihilated and the hoot of the motor was heard every- 
where—in the city streets, in the countryside, and over 
the arid fringes of the “dead heart of Australia”. So also 
did wireless bring the outback into touch with the help 
which the sorely tried men and women need so much and 
so well deserve, for they are the salt of the earth, the real 
Australians, and the still undegenerated representatives of 
our pionering forebears. And if the call for heip was heard 
over the air, so soon it was followed by the flying doctor 
in his aeroplane—all wonderful, wise and good. 


On the future of our own profession I do not like to 
allow myself to dwell. I imagine that there will always 
be some radiant souls who will discover, who will still 
apply themselves to scientific research with ardour and 
success, and all without worldly motives. But for the 
general mass of the medical profession I fear the future 
is not violently cheerful. Many unsuitable men will find 


‘themselves in a profession for which they are culturally 


without a background and for which they are therefore 
not well fitted. Many of them will be just wage-earners, 
cogs in the wheels of a swollen and soulless civil service, 
at the beck and call of bureaucrats and politicians. They 
will be without the stimulus of personal ambition, without 
the wholesome possibilities of thrift and an honourable 
independence gained by their own efforts. I hope not; but 
I fear not a little. 


GENERAL PRACTICE TODAY: IN URBAN AREAS 


By Cook, 


Claremont, Western Australia. 


I AM sURE that the post-war years and this, the year 
1951, find the urban general practitioner with less leisure 
than he has ever had before and certainly with less leisure 
than almost any other group within the community. For 
the most part he is still on call for twenty-four hours a 
day, seven days a week. He still works from his private 
house. He still conducts an evening consulting hour! 


The telephone, the motor-car, air transport—all the 
mechanical and scientific advances of the age have 
-quickened the tempo of his life. Whereas at one time he 
had his busy periods, he had also the lull between to 
recuperate and to read. Now he finds himself almost 
continually on the move—chasing the minutes. 


Yet, if they had the opportunity to do so, how few 
doctors would change their lot! What a large proportion 
of their sons follow in their footsteps, in spite of having 
grown up in the hurried and concentrated atmosphere of 
the doctor’s home! 


Let us pause for half an hour and take a look at the 
family doctor of 1951. Let us look closely, for some 
prophesy that he is departing from the historical scene. 


They see the forces already at work which spell his 
extinction. If this should be so it may mean disaster, 
for he is the foundation on which for generations our 
health services have rested. Tradition has established 
him as one who ministers to the whole man—body, mind 
and spirit. But whether he is to go or whether he is to 
stay, this jubilee year seems an opportune occasion on 
which to attempt a portrayal of the man and his work. 


The Man. 


Friend and guide, physician, and often spiritual adviser; 
such is the high calling of those who accept general prac- 
tice as a vocation in the true sense. The personal qualities 
required to satisfy adequately and completely the expecta- 
tions of his fellow man are beyond the capacity of any 
one doctor. Primarily, the general practitioner is just a 
human being with a profound- understanding of humanity. 
He may add to this a well grounded philosophy of life, 
so that his wisdom flows from glimpses of the eternal. 
He may have a ready sympathy and be gentle, so gentle 
that he is careful of mental hurt as well as of physical 
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pain. Whilst counting every minute, he may give the 
appearance of being unhurried and may make every 
patient feel that his particular problem is of very real 
concern to his doctor. The more of these qualities he com- 
bines within himself, the better equipped he will be. The 
eynic will tell you with a curl of the lip that he has a 
“zood bedside manner”. 

The general practitioner is no superman. Many, how- 
ever, do expend themselves with little regard to self. I 
would venture the opinion that where the so-called bedside 
manner arises naturally from the doctor’s sincerity and 
conscientious endeavour to do the best for his patient as 
a fellow man, then it is the greatest attribute he can possess. 


Apart from the out- 
standing qualities de- 
manded of his_ per- 
sonality, the general 
practitioner has to have 
a sound medical know- 
ledge. In addition, he 
must have that absorb- 
ing interest in his sub- 
ject for its own sake 
which will lead him to 
do sufficient reading to 
keep abreast of the 
rapidly growing volume 
of information and 
knowledge in his field. 


It is a great pity that 
the intensity of his uni- 
versity course, with its 
competition, its special- 
ization, and its tremen- 
dous amount of detail, 
prevents the young doc- 
tor from acquiring that 
broad culture’ and 
general knowledge 
which marked many of 
those of aformer genera- 
tion. Once he is in 
general practice it be- 
comes increasingly diffi- 
cult for him to make 
opportunities for 
broadening his mind. 
Of course, there are 
some doctors of wide 
education and culture. 
These are familiar with 
the delights of the arts, 
the theories of the social 
sciences or the stimulus 
of adventuring in the 
realms’ of _ abstract 
thought. Nevertheless, 
outside his own subject 
the average doctor is 
often woefully ignorant 
—so ignorant, in fact, 
as not to appreciate 
the limitations of his own knowledge. Dogmatic in his own 
field, he is apt to extend his dogmatism to subjects he has 
not studied. The great disadvantage of this is that the 
public is very liable to attach undue weight to his words 
and to be misled. 

Perhaps in the medical course of the future, students 
may spend less time standing for hours trying to catch 
glimpses of operations they will never perform and more 
time in developing an interest in the various fields of 
intellectual adventure. If only sufficient time were taken 
to train medical men to assess the weight and value of 
various authorities, false and true, the result would be 
well worth while. 

Fortunately “sport” is not neglected in the same way 
and most doctors take their due place in the sporting 
activities of the community. 


Harry Brookes Allen. 


As befits members of an honourable profession, the 
general conduct of the great majority is guided by high 
moral principles. 

The doctor is usually a strong individualist and a strong 
personality within his community. That community prob- 
ably gives him more respect and social status than is 
rightly his due. Perhaps this respect arises from a vision 
of service and sacrifice, of dedication to work, of love of 
humanity. 


His Place of Work. 


The vast majority of suburban general practitioners still 
have consulting rooms attached to their homes. This has 
great advantages from 
the viewpoint of the 
patients and enormous 
disadvantages from that 
of the doctor and his 
family. 


Since at least one- 
third, and_ probably 
more, of his patients 
complain of symptoms 
not due so much to 
organic illness as_ to 
environmental stresses, 
it is necessary for the 
doctor to provide an 
atmosphere in which the 
patient can readily un- 
burden himself. Hence 
the more homely and 
the less awe-inspiring 
the consulting room, the 
better. Here the doctor 
can be just another man 
living and working in 
an ordinary - looking 
house. The atmosphere 
holds little that is un- 
familiar or terrifying. 
Here it is that the 
doctor finds his greatest 
strength as guide, phil- 
osopher and friend. 


The members of his 
family, on the other 
hand, long accustomed 
to the sacrifice of home 
life, are now finding that 
the burden of more and 
more work from the 
practice is being forced 
upon them. Competent 
domestic help is almost 
a thing of the past. 
“New Australians” may 
be employed if the 
doctor’s wife has the 
patience to teach them 
the rudiments of Eng- 
lish and the “A BC” of 
domestic work. Even if the “New Australian” stays on 
and learns to speak reasonably good English, she still 
cannot be left to take telephone messages involving 
strange names and unfamiliar addresses. So, in addition 
to a large house which she cannot manage without help, 
the doctor’s wife spends much of her time cn telephone 
duty. 

In sheer desperation some doctors are leaving their 
telephones unattended while they take a vital “breather” 
in week-ends with their families. Others are contributing 
to a central telephone agency which in the doctor’s absence 
takes messages, provided the patients ring the alternative 
number listed in the telephone book. 

To the busy wife at home the telephone provides a 
constant series of interruptions for the greater part of the 
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day. Reassuring the panic-stricken relative, settling the 
ruffled feathers of the important business man who wants 
the doctor “straight away” for his son’s cough which has 
been bad for three or four days, promising the anxious 
daughter that “doctor” will see her mother as soon as 
possible, pursuing her husband on the ’phone for the 
“mid” that is ready, whilst in the meantime the pressure 
eooker boils dry and the toddler plasters himself with the 
shoe polish, can be very exacting. 

The “woman he marries’, courageous and patient as 
she is, bears much of the strain and gets little of the 
credit. If society does not provide relief, the burden may 
easily prove too great. 
Group practice in 
business 
premises with care- 
takers «nd nurses is 
an answer. But if all 
doctors have to take 
this step, an intangible 
something of great 
value will be lost. 


If domestic help is 
scarce, surgery help is 
plentiful — but only 
during office hours. 
Most urban practi- 
tioners have at least 
one nurse in the wait- 
ing room. Competent 
assistance of this kind 
enables the doctor to 
cope more efficiently 
with the large volume 
of work the day brings. 


“Groups” of doctors 


some places. These 
usually operate from 
one set of rooms. More 
of these “groups” 
would probably spring 
up if premises could 
beacquired more easily 
and at less expense. 
Such groups have 
many advantages from 
the doctor’s point of 
view. The practice is 
taken out of the home, 
and family life be- 
comes more normal. 
“Pooled” facilities re- 
duce overhead costs. 
Night, week-end and 
holiday duty are 
rostered so that those 
off duty can be com- 
pletely free. 

Group practice enables the doctor to do more of the 
work in which he is specially interested or in which he is 
more proficient. The close association and cooperation of 
a group of doctors enable them to discuss mutual problems, 
interchange ideas and generally enjoy a social intercourse 
not so readily available to doctors in competition with 


each other. - 


His Conditions of Work. 


It is remarkable that in this decade of more leisure, 
shorter working hours and better working conditions, the 
lot of the family doctor has considerably worsened. In 
addition to meeting the ever-increasing calls made by his 
clamorous patients upon his time, he is met by a snow- 
balling growth of medical knowledge with which he must 
attempt to keep abreast. 


The Royal Perth Hospital (first section of the new hospital). 
By courtesy The West Australian, Perth. woyld then have to 


One trend, however, which will give the doctor « shorter 
working day and some free evening hours is the abolition 
or partial abolition of the evening consulting hour. Of 
course, there is much opposition from those patients who 
maintain that they work in the daytime and that this 
essential service should be available in the evening. It is 
true that in the urgent case treatment must be given, but 
in point of fact very few real emergencies come to the 
surgery door. 

It was maintained for years that the service station 
must remain open in the evenings and week-ends to 
supply petrol. The service stations closed and the public 
managed. Even the 
pharmacist no longer 
opens his shop in the 
evenings or at the 
week-end. In fact, the 
evening consulting 
hour is almost the last 
survival of the late 
shopping night! People 
manage to see their 
hairdressers, their 
tailors, their dentists 
and their lawyers in 
the hours from 9 to 5. 
In fact, they manage 
to conduct all their 
other business affairs 
in working hours. 
Many of them, how- 
ever, still insist on see- 
ing their doctor in the 
evening, but are quite 
content to delay the 
purchasing of the medi- 
cine until next day. 
There can be no doubt 
that patients could 
arrange to see their 
doctors in the day- 
time. The main reason 
why the evening con- 
sulting hour still sur- 
vives is that, far from 
thinking of a forty- 
hour week, most busy 
doctors find themselves 
wishing for a forty- 
hour day. Whilst they 
find it impossible to 
get through their work 
in the daylight hours 
the doctors do not see 
very much point in 
forcing patients to 
come to the surgery 
in the daytime. They 


make calls at night. 
In spite of all this, as I have stated, the trend is 
towards the abolition of the evening hour. Many suburban 
doctors now consult between 5.30 and 6.30 p.m. In some 
districts all the doctors by arrangement consult on only 
two evenings per week—say Tuesday and Thursday. Still 
others are seeing patients in the evening by appointment 
only, so that they can exercise some discrimination as to 
need and urgency and can have an evening completely free 
if they choose to do so. 


Quite apart from group practices there are a number of 
partnerships in which each partner, although working 
from his own home, takes turn about in night duty and 
in week-end and holiday duty. Even where there is no 
partnership, some or all the men in a district may form 
a roster of this kind. Patients are redirected to their own 
doctor when next he comes on duty. With the post-war 
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scarcity of suitable locum tenentes, holidays too often are 
arranged in this way. 


The doctor’s work has been affected also by other 
changes brought about by the war. It is no longer possible, 
except in rare instances, to secure a nurse to tend patients 
in their homes. Consequently many very sick patients 
have to be nursed in the home without skilled assistance. 
Fortunately the advent of the sulphonamides and of peni- 
cillin and the other antibiotics makes this possible. 


The lack of hospital beds is one of the outstanding 
problems of the post-war period. Doctors waste many 
hours daily ringing hospital after hospital seeking the 
admission of a patient who is seriously ill. 


One of the greatest set-backs to the community in the 
last decade has been the closing down of so many small 
private hospitals. These served a purpose which no other 
institution is likely to fulfil, The sick patient who was 
not in need of the special ancillary services or of the 
specialized equipment of the large hospital could be nursed 
in these small hospitals at much less cost and at consider- 
ably more convenience to the relatives. 

The doctor’s financial return is comparable with that of 
the other learned professions, although not with that of 
many business men. In common with them, however, his 
financial status has deteriorated considerably in the last 
decade. This has been largely brought about by high 
taxation and inflation. The day has gone when the doctor 
could buy a home and a practice, pay it off in a few years, 
and take an extended holiday abroad either for recreation 
or for study. It will be increasingly difficult for the 
general practitioner to do post-graduate work or to 
specialize. Unless they can get right away from their 
practices, a large number of doctors will not avail them- 
selves of post-graduate study facilities. By the time the 
day’s work is done the general practitioner usually is too 
tired to devote himself to the mental effort and discipline 
required for effective study. For the same reason, too few 
of them take an active interest and a due share of respon- 
sibility in the affairs of their Association. 

Financial difficulty is only one of the factors which 
prevent general practitioners from specializing. The 
training gained from a few years in general practice is 
invaluable to any specialist. The report of the special 
committee appointed by the British Medical Association 
in London to investigate general practice, states that the 
prevention of freedom of movement from general practice 
to specialties is a serious danger to the future of the 
profession. 


The Work of the General Practitioner. 


It is assumed that the reader has some idea of the 
ordinary routine of general practice. It is proposed to 
consider some of the changes of recent times. 


There is a growing tendency for the public to diagnose 
its own complaint, choose its own specialist, and go to 
him direct. As a result, the patient often consults the 
wrong specialist and the specialist often does the work of 
a general practitioner. There seems to be room for public 
education in this matter. The advantages of reference 
through the family doctor are so obvious as to need no 
elaboration. 

Workers’ Compensoation.—Industry now has to accept 
financial responsibility for injury to workers during the 
course of their employment. As a result many injuries 
formerly treated in public hospitals have become the 
responsibility of the private doctor. The method followed 
in thus lifting the financial burden of accidents from the 
workers’ shoulders might well be followed by those seeking 
to lift the financial burden of sickness as a whole. 

National Health Schemes and Public Health Depart- 
ments.—It would seem to be inevitable that sooner or 
later some form of Government health scheme will be 
introduced. Whatever the form, it is to be hoped that an 
adequate number of doctors will be trained beforehand to 
give the increased services proposed. 

- Quite apart from any consideration of comprehensive 
medical schemes, it has to be recorded that the half 
century has seen a wide extension of the work done by 


government departments of health. It has always been the 
cry of those anxious to socialize the profession that such 
socialization would enable prevention, rather than the cure 
of disease, to occupy first place. These people apparently 
overlook the fact that government health departments 
already have the power to do all they wish and to spend 
all they feel inclined to spend in this direction. They 
also seem to overlook the vast amount of preventive 
medicine every practitioner carries out in the normal 
course of his duties. 

Recent years have seen much greater activity on the 
part of governments in the following ways. 

1. Increasingly large sums of money have been made 
available for the building and equipping of public hospitals. 

2. The tuberculosis problem has been attacked in @ 
more comprehensive way and some more adequate pro- 
vision is at last being made for the dependants of patients. 
Free chest X-ray facilities are available to the public and 
these are readily used by the family doctor, especially for 
his poorer patients. More and more of his patients are 
submitting themselves to routine periodic chest X-ray 
examinations. 


3. Free immunization clinics for diphtheria and whoop- 
ing cough are available in almost every district. 


4. The routine examination of school children still falls 
short of the expectations of the departments concerned, 
largely because insufficient doctors are available. These 
examinations often bring to the notice of parents con- 
ditions they little suspect and result in the child’s being 
brought to the family doctor. 


5. The establishment of infant health centres for the 
guidance and direction of mothers relieves the busy prac- 
titioner of work he no longer has the time to perform. 


6. The availability of diagnostic facilities, although 
increasing, still falls short of requirements. 


7. In some States the establishment of a State health 
council representative of the practising profession has 
resulted in closer coordination between the doctor and 
the State Health Department and in a greater under- 
standing of mutual problems. 

That the general practitioner is no longer considered 
competent to issue vaccination certificates is due perhaps 
to a lack of such cooperation elsewhere in the world. 

The State requires an increasing number of certificates 
and returns of information. Where the general prac- 
titioner can see the value of these they are readily given. 
Death certificates, notification of infectious diseases, sig- 
natures for maternity allowances, full reports concerning 
stillbirths and neo-natal deaths are but a few examples. 

It has become a custom, however, especially in war- 
time, to ask the already harassed doctor to issue all 
manner of certificates. Often, signed affidavits and statu- 
tory declarations would serve the purpose equally well. 
It would be better for a government doctor to do this 
work. It is more logical for a government doctor to be 
asked to issue certificates for rice than to vaccinate. To 
quote a recent issue of Time: “The remedy lies in con- 
vincing administrators that the doctor should not be used 
as a filter between the patient’s demands and the available 
supplies, whether these be for insurance or for petrol.” 


The Friendly Societies. 


In at least one State the year 1951 will see a change 
in lodge practice. No longer will the doctor receive lists 
of patients: who allegedly receive less than a certain 
income and who pay him a capitation rate. Instead, the 
lodges medical scheme will be available to all classes, 
irrespective of income. The patient may choose his own 
doctor for each illness and he will receive a benefit from 
the lodge according to the service rendered. This benefit 
will help him to pay the doctor’s usual fee. Thus the 
lodges will become medical benefit societies. 


Medical Benefit Schemes. 


There has been a rapid extension of medical benefit 
schemes and funds which enable the patient to ensure 
against the financial hazards of illness. Hospital benefit 
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schemes for a time enabled many patients who otherwise 
would have had to go to public hospitals to enjoy the 

privileges of having private accommodation and their own 

ee Rising costs, however, have offset this to a large 
egree. 


Repatriation Department. 


The work of the Repatriation Department has increased 
considerably in the post-war years. In spite of the form- 
filling required, doctors undertook this work cheerfully at 
eoncession rates after the first world war. The failure of 
the Repatriation Department to respond to repeated 
requests for any upward review of those rates and the fact 
that so many doubtful cases have been admitted to these 
benefits have resulted in nation-wide dissatisfaction among 
doctors. 


Pharmaceutical Benefits. 

It is a source of some satisfaction to the general prac- 
titioner that his patients may now receive the costly life- 
saving drugs free. That this has been brought about 
without the wastage and consequent taxation occasioned 
by more comprehensive schemes in other countries should 
be a source of satisfaction to the whole community. This 
plan should ensure the optimum value for the money spent. 


The Training of the General Practitioner. 


Finally, may I conclude this all too brief record of 
general practice today by referring to the British Medical 


Association Report on the Training of the General Prac- 
titioner in Great Britain, and by stating my own opinion 
that the time is ripe in Australia for a similar investi- 
gation and report. 

It would appear to me that each specialty within the 
medical course exacts so much work from the students 
that they have little or no time left to broaden their 
intellectual horizon. General practice will turn out to be 
the life’s work of 80% of these students, but there is no 
specific training for general practice. How many general 
practitioners have floundered in the first three years of 
practice? 

“The rarefied atmosphere of the teaching hospitals 
and the privileged conditions of work in _ hospitals 
generally do not prepare them psychologically for the 
wear and tear of treating patients in their homes or in 
surgeries without elaborate equipment and ancillary 
services. They do not appreciate how much ill health is 
due to environmental factors.” 


Without labouring the point, surely it is time that 
our faculties of medicine contained general practice repre- 
sentatives and that more thought was given to the training 
of students to fit them for general practice. 


Most general practitioners today are happy in their 
work. As always, they gain their inspiration from the 
human interest and from the peculiar opportunities their 
work gives them of helping their fellows. : 


GENERAL PRACTICE TODAY: IN COUNTRY AREAS 


By L. R. MALLEN, 
Riverton, South Australia. 


GENERAL PRACTICE TODAY—in country areas. Just what 
does this heading mean? At the beginning of this century 
I suppose any medical practice outside of the capital cities 
would have been classed as a country practice, and all 
probably had a certain similarity. They were general 
practices because specialization had hardly commenced. 
But now, with the growth of our population, even though 
most unfortunately the majority of our people still herd 
together in the six capital cities, some of the country 
towns have become so large that medical practices in these 
places have become urban in type and specialization is 
more common. 

We can, I think, divide medical practices in country 
areas into three types: (a) practices in the large country 
town where there are big base hospitals equipped with 
most of the modern facilities for diagnosis and treatment, 
including laboratories and with specialists in practice; 
(b) practices in the small country towns where there are 
smaller district or cottage hospitals with no specialist 
practice; (c) practices in the inland areas. Of the first 
there is little to be said here as the practices are really 
urban in character, differing only slightly from general 
practice in the suburban areas of the big capital cities. 
On the last, the inland areas, another article is being 
written. Practice in the smaller town is the type with 
which I am most conversant and consequently about which 
I am able to write with the most authority. 


Comparisons are sometimes odious, but I must at times 
make comparisons between medical practice as it is today 
with that which it was at the beginning of this century if 
we are to appreciate our present position and the changes 
which have taken place—for the better, or as I think, 


sometimes for the worse. There is no doubt that great 
changes have taken place in every phase of medical 
practice. 


Let us consider transport and with it, of course, the 
roads. When one considers the country areas in this 
huge continent of ours, one envisages wide open spaces 
with many miles to be covered in order to travel from 
place to place. It is not so many years ago since the 
roads, taken by and large, were in such a bad con- 
dition that for the doctor to visit a patient’s home, or for 
the patient to come to the doctor, was a nightmare 
journey—in winter-time almost an impossibility except, at 
the best, by horse conveyance. Roads today, in the’ 
majority of country districts, have been so much improved 
that this difficulty rarely occurs. Well do I remember 
conditions in my own district just over twenty years ago. 
When the winter rains commenced, chains were put on 
the tires of my motor-car and remained on the whole of 
the winter, and to go without them meant being bogged on 
some road or the other. These conditions still exist, but 
they are now the exception and not the rule, although 
occasionally a visit to a patient becomes a reliability 
trial, testing car and driver. 

As well as improvements in the road, we have improve- 
ments in our motor-cars. As a sequel to these conditions 
there has been established in most country centres an 
ambulance ‘service supplied with modern motor vehicles, 
well equipped to provide temporarily for the : patient’s 
needs and to alleviate his suffering. They give the sick 
person a comfortable, speedy trip to hospital. When it is 
necessary to travel long distances, especially when speed 
is necessary, there is the aerial ambulance. In my own 
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State we lag behind the other States in the provision of 
an ambulance service, but steps are being taken at the 
present moment to remedy this fault. 

Much could be written about the ambulance services, 
especially in country districts, but I have not the space 
to describe them fully. It is sufficient to say that an 
efficient service, which is gradually extending all the time, 
is being built up to cater for the needs of the sick. 

So, with the construction of better roads, the advent of 
modern transport and the provision of ambulance service, 
either by road or air, the lot of the sick patient is made 
much easier, his needs are attended to more quickly and 
his transport to a hos- 
pital where proper faci- 
lities are available and 
medical care is ready, 
is made speedier. 


Having dealt with 
transport, we come to 
the hospitals, and I 
think it is here that 
most advance has been 
made. Gone for ever, 
we hope, are the small 
so - called hospitals 
which were generally 
part of a private home 
controlled by an un- 
qualified woman and 
taking mainly mater- 
nity cases. While these 
filed a gap in the 
years gone by, their 
passing is not to be 
regretted. They must 
not be confused with 
the cottage hospitals, 
still to be found in 
many country towns, 
which are staffed by 
trained nurses and 
possess’ reasonably 
good equipment where 
good work can be and 
is done. 


While travelling 
around the country, I 
have observed that the 
hospitals fit into one 
of three classes: (a) 
the cottage hospital; 
(b) the smaller semi- 
public hospital or com- 
munity hospital; and 
(c) the base hospital. 
The cottage hospital 
has from six to twelve 
beds and usually 

dles medical, the 
v.Sinary surgical, and 
obstetrical cases. These hospitals have a small operating 
theatre equipped to do most emergency or general practice 
surgery, and they can care for practically any patient not 
needing special treatment. Their general equipment is quite 
good for the type of patient whom they treat. Some are 
privately owned, but most are now the responsibility of 
the town or district for which they cater. Finance is 
obtained by voluntary subscriptions, patients’ fees, the 
holding of social functions, and sometimes the aid of 
the local governing body. They are found in the small 
country town which is the centre of a small district. 
The semi-public or district community hospital is situated 
in the larger towns, serving a more extensive district. 
They usually have from 20 to 100 beds and are so equipped 
that only the odd patient requiring specialist treatment 
need be sent away. The method of administration and 
maintenance varies in the different States. In my own 
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State of South Australia they are called a Government 
country subsidized hospital and are under the contro) of 
the Director-General of Hospitals for this State. All 
capital expenditure is obtained by money raised 
voluntarily in the district, these funds being sub- 
sidized pound for pound by the Government. Main- 
tenance is provided by the patients’ fees, by local 
government bodies—the district councils striking a 
rate—and by a Government’ subsidy. These  hos- 
is appointed 
rated and 
in the whole district. All 
plans for buildings, for 
equipment, or for alter- 
ations and additions, 
must be approved by 
the Director-General. 


Their equipment in 
the main is good; all 
have X-ray plants, 
operating theatres and 
the usual facilities to 
care for even the 
sericusly ill patient. 
In most, the midwifery 
section is separate 
from the general sec- 
tion so that the ob- 
stetric patient is not 


pitals are managed by a board which 
partly by the district councils who are 


partly by the ratepayers 


nursed in the same 
ward or room as the 
medical or surgical 
patient. There are, 


however, no laboratory 
facilities available in 
the hospital. 


Although as a rule 
there is no specialist 
practising in the dis- 
trict, specialist work 
can be and is done by 
visiting specialists and 
the patients rarely 
need be transferred to 
bigger hospitals. 


The nursing staff 
consists of sisters and 
trainee nurses and, of 
course, a matron in 
control. These trainee 
nurses undertake a 
four-year course, of 
which the first two 
years are spent in the 
country hospital; they 
are then transferred to 
a base hospital, or 
usually to the Royal 
Adelaide Hospital, for 
the final two years. 
This means that these hospitals are part-time training 
schools for nurses. 

Similar types of hospitals exist in the other States, but 

as I do not know the exact method of their administration 
and maintenance I do not feel confident to discuss them. 
However, I have had the privilege of visiting quite a 
number in the different States and find them much as 
I have described above. They are a credit to their boards 
of management and to the medical and nursing staffs. 
‘ There is one thing which I think is most necessary and 
that is that the doctor or doctors practising in a district 
must take an active interest in the activities of the 
hospital to which they send their patients. 

In the large towns, surrounded by an extensive district, 
there is the third class, the base hospital. They are 
mostly surrounded by practices of the first type already 
mentioned, with which I am not particularly concerned 
in this article. These base hospitals have a hundred beds 
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or more. Practically all have complete facilities and the 
equipment necessary to diagnose and treat nearly every 
form of illness or injury. To them are attached patho- 
logical laboratories where all the usual tests can be made. 
Generally there are specialists on the medical staff and 
it is only the exceptional patient who need be transferred 
to the city. While there are a number of specialists in 
various country towns, specialist practice in the country 
does not seem to appeal to the young men. Even those 
who have obtained higher degrees, especially in medicine 
or surgery, find themselves carrying on general practice. 
They become general practitioner physicians or surgeons. 

The establishment of 
pathological laboratories 
throughout the country 
by the Commonwealth 
Government has proved 
to be of great assistance 
to patient and doctor 
alike. They are, as pre- 
viously said, generally 
attached to one of the 
base hospitals, but there 
is still a real need for 
in their 
number. 


And so there exists in 
the country areas a net- 
work of hospitals rang- 
ing from small 
cottage hospital to the 
big base hospitals. They. 
cover reasonably well 
the settled parts of the 
country and though the 
distances to be travelled 
are sometimes long, with 
modern transport and 
especially with the 
ambulance services now 
available the patient can 
be taken to hospital 
comfortably and quickly. 
Except in the outback, 
most patients have to 
travel not more than 
thirty to forty miles. 
This network provides 
for their care reason- 
ably well. If a patient 
is too ill to be looked 
after where he is, or 
needs specialist atten- 
tion, he may easily be 
taken to one of the 
larger hospitals or even 
to the city. In any hospital he can expect and does 
receive good so-called general practitioner treatment, and 
in the larger hospitals attention and treatment equal to 
the best. I do not agree with some of my colleagues 
who practice in the cities and who disparage the treat- 
ment and the equipment and the facilities available in 
the country hospitals. Some of the States are much 
better provided with base hospitals than others. In my 
own State they are very few, and if specialist treatment is 
necessary the patient must be sent to the city (a thing 
that is most disliked as it means leaving relatives and 
friends) or pay for a specialist to visit him, again a 
costly item. To have some form of specialist attention 
available at reasonable cost and not to be forced to leave 
his home district would make the lot of the country man 
much lighter. 

Fortunately the relationship of the country practitioner 
to his specialist brethren in the city has always been 
friendly and happy, and if help or advice is sought it is 
readily given, often with no charge to the patient. 
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Up till now I have dealt with the patient, his ways and 
means of transport and his hospitalization, but what of 
the medical man himself? 

Most country towns these days have all the amenities 
of the city, such as electric light, water supply and 
sewerage (mainly, of course, by means of septic tanks). 
Various sporting facilities are available—golf links, tennis 
courts, bowling greens. Contact with other medical men 
is the one thing that is missed—someone with whom to 
talk “shop” and to discuss cases and other matters of 
medical interest. This is specially so in the one-man 
practice town, of which this State has many. To over- 
come this difficulty local 
associations within the 
British Medical Associa- 
tion have been formed, 
but because of distances 
meetings are held only 
at infrequent intervals 
—in our Own case every 
three months. 


The post - graduate 
committees in each 
State help still further 
by arranging week-end 
courses which are held 
in various country 
centres. This more than 
meets with the approval 
of all country practi- 
tioners and is some- 
thing that might well 
be extended. These 
meetings help in many 
ways, as during them 
all topics are discussed, 
from the purely clinical 
to those dealing with all 
branches of medical 
politics, the last being 
a very important sub- 
ject these days. 


In the country one 
comes to know every- 
body in the town and 
district and everybody 
knows’ everyone else. 
Because of this and 
because of the fact that 
each community is some- 
what isolated, the doctor 
must associate with the 
people more than he 
does in the cities. He 
should, and _ generally 
does, take a prominent 
part in all local activi- 
ties—acts cn many and various committees and becomes 
what is generally called a good townsman. With his educa- 
tion and position it is right that the doctor should do so, 
for with his advice and by his actions he can help the town 
considerably. 

The social standing of the country practitioner is very 
high and he usually enjoys the respect and confidence of 
all—he is known as “our doctor’. This taking part in the 
community life makes living in the country very interest- 
ing and pleasant. 

Knowing everybody, one is presented with all sorts of 
problems and one becomes the confidant and adviser of the 
family and is the true family doctor—a position valued 
by the medical man. Not that all the problems are of the 
family itself; even the stock on the farm are included. 
One discusses the weather, the crops, the stock and how 
the market will be and one hundred and one things, 
seemingly unimportant but considerably affecting the life 
of the community. 

General practice in the country means that the doctor 
must be very much of a general practitioner, with a sound 
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knowledge of all branches of medicine. One is one’s 
own X-ray technician, takes and develops the X-ray films, 
does what routine pathological and _ bacteriological 
examinations are possible, improvises and makes all sorts 
of splints, bed frames et cetera for orthopedic cases. Most 


British Medical Association House, Sydney, 
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of us undertake what is usually called general practitioner 
surgery and, of necessity, practically all the acute or 
emergency surgery. It is necessary to be more self-reliant 
than one’s fellow practitioner in the larger towns or cities, 
because decisions as to diagnosis and treatment have 
often to be made quickly and prompt action taken. There 
is no specialist, or anybody who could help, living just 
around the corner and on whom one would call for advice. 
One is forced to do things alone with the knowledge that 
the patient is a member of the same small community in 
which one lives and that any mistakes made, or for that 
matter successes achieved, will always be remembered. 
Most patients do not like to leave their home district 
and they expect their own doctor to be able to help them 
when they are ill. He is, however, a wise practitioner 
who knows his own limitations and who calls in help or 
refers his patients to others more skilled than himself 
when the case is beyond his own ability and experience. 


During recent years great stress has been laid on the 
preventive side of medicine, and where else than in the 
country could this be more successfully practised? Here 
we have a small localized community which can be rela- 
tively easily controlled in epidemics and where preventive 
treatment can be given to all. The doctor knows every- 
body and if anybody fails to report infectious diseases or 
does not volunteer to have preventive treatment he can be 
easily contacted. 

Immunization against diphtheria and whooping cough 
is now practically universal and the people are quick to 
request this for their children. At first it was not easy, 
as the local boards of health were often opposed to this 


procedure. I remember when I first suggested immuniza- 
tion against diphtheria in my district; I was accused of 
seeking work in order to make more money. However, 
this has changed and people are now preventive-medicine 
minded and cooperate to their utmost. 

As most doctors in the country are local medical officers 
of health to one or more district councils or shires, it 
becomes one of our duties to advise these councils on all 
matters which affect the health of the community. These 
matters have to do with sanitation, control of infectious 
diseases, immunization campaigns, inspection of slaughter 
yards et cetera. Great assistance is given by the central 
boards of health in the cities and periodical visits are 
made by someone from these boards. Because of shortage 
of staff, these visits are not so frequent as desirable, and 
employment of more medical practitioners specially 
trained in public health work and stationed in carefully 
chosen centres in the country is necessary. From these 
centres they could visit the other country towns at more 
frequent intervals and public health would become even 
more important that it has been. It is not so very long 
since such diseases as typhoid fever and diphtheria were 
common, but today they are rarely seen. In a fairly large 
country practice I have seen no cases of either for some 
years. Venereal disease is also on the wane in the country 
and is now rarely seen. Control of tuberculosis is improv- 
ing; in any suspected or proven case the patient is 
referred to the controlling centre in the city, and all 
contacts are skin tested and examined by .X rays at 
frequent intervals. In the future we hope that the same 
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may be said of tuberculosis infection as is now said of 
diphtheria. All this preventive medicine and public health 
work is done by the country practitioner. 

Except in the large industrial country towns, contract 
practice is small in comparison with that of the city. The 
little there is, however, carries the same anomalies and 
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drawbacks. The average lodge patient in the country is 
a very reasonable fellow and does not expect one to do 
unnecessary work. Perhaps the main bones of contention 
are the inadequate capitation fee and the lodge patient 
who receives a high income. At present most people in 
the country are prosperous, because with the high prices 
ruling for our primary products, such as wool, wheat 
et cetera, the farmer or grazier is now “making” big 
money. It was never intended that such a person should 
have a concessional fee granted to him, and I do not think 
that he expects this privilege. He has, however, a genuine 
grouch concerning social service taxation and he expects 
our profession to cooperate in some way with the Govern- 
ment, so that it will not be, as is happening at present, 
all pay and no return. I have always found that the 
average country man—the farmer or grazier—has a rooted 
objection to any form of Government control and especially 
to nationalization of lands or industries. He prefers to 
remain a free man in all his business transactions and in 
his work. He is not in favour of any Government scheme 
to regiment the doctors and to make us Government 
salaried officials; he wishes us to remain, like himself, 
a free man. He does not object to the Government paying 
for some of his medicine or part of his doctor’s fees so 
long as it does not interfere in any way with his doctor’s 
freedom. Of contract practice or medical schemes I shall 
say no more; both are in the melting pot as I write, and 
by the time this article is: published the answers may 
be known. 

Life in a country practice can be, and is, very pleasant. 
There is not the same mad rush and bustle that take 
place in the cities; noise is at a minimum and traffic 
problems hardly exist. Work there is in plenty and there 
is a wide range to cover, but it can be done at a slower 
tempo with a little more thoroughness than would be 
possible in a similar-sized practice in the city. There are 
not so many domiciliary visits to make, the majority of 
patients preferring to see us at our consulting rooms, and 
as a rule we have only one hospital to attend. 

Can general practice in the country be improved for 
both the patient and the doctor? Most certainly. First 
of all, let us consider the improvements of the past fifty 
years. There are now better and faster means of trans- 
port and improved roads. Little significance is now placed 
on distance—no more the day-long journeys of the horse 
and buggy era. With better transport there is now a 
modern ambulance to take the sick quickly and comfort- 
ably to hospital; with the aerial ambulance days are 
turned into hours. 

Bigger and better hospitals, designed as hospitals, are 
in the process of building or have been built, equipped 


with the essential aids for diagnosis and treatment, and 
staffed by trained personnel. An X-ray plant is now an 
absolute necessity, because ome is by law required to 
have films taken of fractures and dislocations, and I 
know of no district without such a plant. Laboratory 
facilities are available in varicus centres. If no specialist 
practises in a country town, his help can be obtained 
reasonably quickly with modern transport. 


With the extension of post-graduate meetings to the 
country, the doctors themselves are able to keep them- 
selves more conversant with the constantly changing front 
of all branches of medicine. 


Shall we be in a position to say, in fifty years time, 
that these improvements have been maintained? There 
is still much to be done. Ambulance services should be 
increased so that they are available to all, and more use 
must be made of the aerial ambulance. Hospital beds are 
still many short of the required number and provision 
must be made for the care of the chronically ill and for 
the elderly folk. The last-mentioned have become the 
biggest problem of all—what to do with the aged—and 
as the average age of death rises so will this problem 
grow. More hospital accommodation is needed, but I must 
make one suggestion. The designers of hospitals must 
not be allowed to plan them as glittering palaces of 
stainless steel, furnished with unnecessary gadgets, costly 
and time-wasting. This seems to me to be the modern 
tendency. 

More laboratories are needed. More and better X-ray 
diagnostic units should be placed in selected centres in 
the country, so that a patient does not have to travel 
hundreds of miles for an examination, as many do at 


‘present. Any way of lessening the cost and/or incon- 


veniences to the patient when needing specialist treatment 
would prove a boon to the country. For the doctor an 
increase in number of post-graduate lectures given in the 
country would still further improve his knowledge and 
his work. A country practitioner may not leave his 
practice and go to a post-graduate lecture so easily as 
may the city practitioner, and so I suggest that the 
lecture be taken to the country doctor where possible. 


I have tried to cover the whole field of country practice, 
but for this to be done thoroughly a team of writers would 
be required. Therefore I crave indulgence if there is 
anything which I have omitted or if I have written too 
much. Conditions vary somewhat from town to town and, 
of course, more from State to State, but I think that the 
picture I have sketched is fundamentally true of general 
practice in country districts in Australia. 


THE GROWTH OF SPECIALISM IN AUSTRALIA DURING FIFTY YEARS AND 
ITS SIGNIFICANCE FOR THE FUTURE 


By Sir CHARLES BICKERTON BLACKBURN, 
Sydney. 


TuHaT specialism was already recognized as an integral 
part of medical practice by the beginning of this century 
is evidenced by the fact that departments of ophthal- 
mology, oto-rhino-laryngology and gynecology had been 
established in all the teaching hospitals of the States 
about to federate, while in some of them dermatology had 
been added to the list. It is the first purpose of this 
article to record how specialism has developed during the 
succeeding fifty years under the influence of the extra- 
ordinary expansion of medical knowledge that has taken 


place. 


Probably the most notable factor in creating the need 
for a further division of function has been the intro- 
duction of new and often time-consuming methods of 
investigation. These have so extended the field of medical 
practice that it has become progressively less and less 
within the competence of any individual doctor, single- 
handed, to investigate, diagnose and treat every variety 
of disease. In its efforts to meet the new situation, Aus- 
tralian medicine has been in a somewhat peculiar position 
in that the whole background of medical practice has 
undergone profound changes during a period in which the 
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population has been doubled. To appreciate how the 
situation has been met it will be profitable to begin with 
a brief survey of the conditions obtaining at the cise 
of the nineteenth century. 


The Position at the Close of the Nineteenth Century. 


At that time the great majority of the older practitioners 
were graduates of British universities, though a fair 
sprinkling of them were Australians who had qualified 
in Great Britain before the Australian medical schools 
were opened. In Melbourne, Sydney and Adelaide, how- 
ever, medical schools had been established in the respec- 
tive universities for about iwenty years, and were by this 
time turning out quite a large number of graduates, many 
of whom were already making their way to the front. 

Very few of these practitioners had higher qualifications 
and even in the capitai cities it was still the custom for 
those who aspired to consultant rank to make their way 
there over the hard road of general practice, including 
usually lodge practice. After a practical training in 
which they had gained a wide experience of both medicine 
and at least minor surgery, many of them, even after 
receiving hospital appointments as either physicians or 
surgeons, still carried on a private practice in which both 
these branches of the profession were represented. Indeed, 
there was one notable instance in which the same 
individual was an outstanding honorary physician on the 
staff of one hospital and an equally outstanding honorary 
surgeon on another. 

Similar overlapping prevailed to a considerable extent 
in regard to those holding specialist appointments at 
hospitals, as for many of them what was a specialty there 
was but a special interest in their private practice. 

This anomalous condition was largely due to reluctance 
on the part of their competitors to surrender any part of 
their practice that they regarded themselves as com- 
petent to carry out. Gynecology, in particular, at a level 
below the symphysis pubis was regarded. by the general 
practitioner as his legitimate sphere of activity. 

Apart from the treatment of such lesions as trachoma 
and conjunctivitis, however, the ophthalmologist was 
beginning to have the field to himself, but there were few 
doctors prepared to surrender nasal polypi, adenoids and 
tonsils to the specialist. 

Away from the capital cities, population was nowhere 
sufficiently dense to support whole-time specialists, and in 
consequence there had emerged in the country districts 
an extremely versatile type of general practitioner, some 
of whom had developed into remarkably able physician- 
surgeons. Moreover there were few who were not prepared, 
not only to prescribe spectacles, but to deal with all but 
the more serious ailments involving eyes, ears, nose or 
throat. 

The presence in all the States of so many highly efficient, 
self-reliant, all-round doctors with a natural aversion to 
pruning from their practices branches with which they 
regarded themselves as fully competent to deal, was 
undoubtedly a factor in retarding the development of 
some of the specialties, especially as full-time occupations, 
for longer in Australia than in other parts of the world. 
Another important cause of this delay was, of course, the 
absence of any local facilities for post-graduate study. 
So it was that up to the time of the close of the first 
World War recruitment to the specialties was small and 
spasmodic and came mainly from the ranks of general 
practitioners, a few of whom from time to time found 
themselves in the position of being able to visit Europe 
and make an intensive study of some branch of their 
work ‘for which they had a particular flair. : 

While it is probable that the primary stimulus behind 
these activities was the fact that the teaching hospitals 
were beginning to require documentary evidence that 
those applying for posts in special departments were 
properly qualified to fill them, no doubt the realization 
that the work would be more congenial, the fees larger 
and leisure more abundant were added attractions. 


The Change at the End of the First World War. 
What may be regarded as the first concentrated invasion 
of medical practice by the specialties followed in the 
wake of the first world war as a result of an opportunity 
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being given to medical officers in the Australian forces 
to engage in post-graduate study in Great Britain for six 
months pending their discharge, for many of these doctors 
utilized the period in obtaining training in one or other 
of the specialties then practised. 

Largely on account of this infusion, by the end of the 
first quarter of the century the number of well-trained 
specialists in practice had become quite considerable, but 
they consisted of more or less isolated groups in the 
various capital cities, those in one State being little more 
than names to those in the others. 

One of the chief objects of the founders of the Royal 
Australasian Colleges of Surgeons and Physicians was the 
elimination of this parochialism and the provision of 
Commonwealtii-wide opportunities for those interested in 
the various branches of medical knowledge to meet regu- 
larly, to become known to each other and to exchange 
information. Indirectly, however, the establishment of 
these Colleges has played an important part in the history 
of the specialties through the stimulus it gave to the 
development of graduate education. 

On reference to the history of post-graduate education 
recorded in another contribution it will be seen what a 
valuable part the post-graduate bodies in the various 
States are now playing. Of special interest to our present 
discussion is the fact that recently their interest has been 
centred on the organization of courses of training in all 
the recognized specialties, so that however desirable it 
may be that they should visit other centres of learning, 
Australian graduates wishing to qualify as specialists can 
now do so in their own country. 

With the establishment of these facilities for local train- 
ing, the growth of specialism in the Commonwealth may 
be said to have reached full maturity. Specially designed 
to meet the needs of medical officers returning from the 
second war, these courses. are being availed of freely and 
recruitment is likely to continue till a saturation point is 
reached. 

At the present time, however, the steady increase in 
population has brought about so many changes in the 
medical background that the field of opportunity for 
specialists has been greatly extended. Not only are much 
larger numbers being absorbed in the capital cities, but 
many are finding their way into the numerous large 
country towns with well equipped modern hospitals that 
are a feature of the Commonwealth today. 

To summarize this somewhat sketchy account of the 
growth of specialism in this country over the past fifty 
years, it may be said that during the first half of the 
period the growth was slow but adequate to meet the 
needs of a small and largely scattered population, but 
that in the last twenty-five years the tempo has been 
markedly speeded up, again in close alignment with an 
increasing demand. 

Now, in the middle of the century, practically every 
type of specialty met with in other parts of the world, 
whether related to medicine or to surgery, is practised in 
Australia, though some of the more recent buddings-off 
from the main stems, particularly in medicine, are, so far, 
less often full-time occupations than special interests of 
general physicians of consultant rank. 

As a final stage in this growth the establishment of 
local courses of training in special subjects has relieved 
Australia of a previous complete dependence on other 
countries for this department of medical education. 

This progressive development of specialism has natur- 
ally brought in its wake many changes in the framework 
of medical practice and it will be useful to review the 
present position before attempting any forecast as to how 
it will be likely to affect the future. 


The Position Today. 

It has already been said that under the highly complex 
conditions under which medicine is practised today some 
measure of specialism was inevitable and now that it is 
here there can be no question that it has brought many 
advantages in its train. It is most helpful for a prac- 
titioner to be able to obtain from experts intricate 
chemical, biochemical, pathological and other abstruse 
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data.about his patients that he has neither the skill 
nor the time to find out for himself. 

It is of immense value to him to be able to appeal for 
advice and assistance to specialists who devote themselves 
to the study of particular forms of disease and to the 
type of pathological manifestation likely to be present in 
particular organs and tissues in various states of ill- 
health. This also will apply except in a few specialist 
groups to those who wish to have X-ray investigations 
earried out. 

A doctor may very gladly at times hand over his patient 
completely to the specialist while some particular form of 
treatment is carried out, such as the control of active 
tuberculosis, the 
management of a psychi- 
atric disorder or per- 
haps some radium or {: 
X-ray therapy. In all 
such conditions the 
ideal procedure is one 
of cooperation between 
a practitioner who is in 
the position of knowing 
the whole of the facts 
about the _ individual 
who is ill, who has made 
a full investigation of 
his physical and psychi- 
cal reactions to his ill- 
ness and is ina position 
to know his _ social, 
domestic and economic 
background, and an ex- 
pert in some particular 
aspect of the | disease 
picture. Specialism at 
this level is entirely ad- 
vantageous and dove- 
tails into the pattern of 
traditional medical 
practice, in that it is a 
means of supplying the 
practitioner in charge 
of a patient with sup- 
plementary information 
on which to arrive at 
his diagnosis and base 
his treatment. 

Unfortunately, there 
is reason to fear that 
this dovetailing does not \ 
by any means always 
take place, and that the 
long-established coordi- 
nated system of medi- 
cine is in danger of 
disintegrating into a 
number of separate 
departments in which 
particular aspects of dis- 
ease or organs affected 
by disease are investi- 
gated and treated with- 
out reference to the general background, as the only person 
who has the additional information essential for the presen- 
tation of a composite picture may be quite unaware of 
what is going on. | 

It will be profitable to discuss somewhat fully some 
of the more obvious factors responsible for this dis- 
integration, since it is on their elimination that the 
possibility of reintegrating the old-time pattern in the 
future will largely depend. 

When we compare the relationship obtaining between 
family doctor, patient and consultant fifty years ago with 
that of the present day, perhaps the most striking change 
is the greater tendency for patients to seek specialist 
advice without reference to their family doctor. Among 
the many reasons for this altered attitude probably the 
most important is the peculiar mental effect of the word 
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specialist on the emotional background of the public, for 
whom, in spite of the modern wide diffusion of knowledge, 
medicine has never quite divested itself of an element 
of mystery and magic. ; 

Fifty years ago a consultation was normally the refer- 
ence of a patient to a physician or a surgeon, and the 
patient in such a case would readily appreciate the advan- 
tage of bringing a letter from his own doctor, recording 
the history of his illness. But the term “specialist” 
suggests much more of a superdoctor than a consultant, 
and so the layman regarding his ailment as a purely local 
affliction, feels that his only problem is to pick the 
right doctor for the right organ, and regards this as a 
matter to discuss with 
friends who are thought 
to have had _ similar 
trouble, rather than with 
his doctor. 

Very often, however, 
-the by-passing of the 
family practitioner so 
far from being a matter 
of casual neglect is quite 
deliberate, and _ the 
patient, when making 
an appointment or when 
questioned, will strenu- 
ously deny that he has 
had recent medical care. 
The most common 
reason given for this 
attitude is the desire to 
obtain what is called “an 
independent opinion”. 
The individual fears 
that if the specialist 
knows the opinion of 
the other doctor he will 
hesitate to give a con- 
trary view. An excuse 
that is frequently offered 
when patients are forced 
to admit that they have 
had other advice is that 
their own doctor is too 
busy to give them “a 
complete overhaul’, but 
they do not wish to hurt 
his feelings by suggest- 
ing that another opinion 
should obtained. 
Sometimes they may say 
that they know that such 
a suggestion would be 
strongly resented. In 
other cases the explana- 
tion put forward is that 
the family doctor always 
insists on his patients 
going to specialists of 
his own choice. 

This matter of the by- 
passing of the family 
doctor has been somewhat fully discussed as it is unquestion- 
ably the most serious disintegrating factor in medical 
practice today, and unless some means can be devised for 
controlling it there will be an increasing tendency for 
Specialties to become isolated medical cults rather than 
parts of a cvordinated system. Any attempt to correct 
this drift away from the family doctor must be based 
upon the possibility of counteracting the causes that are 
bringing it about. 

As regards what has been spoken of as the casual group, it 
is doubtful if anything can be done; it comprises a type 
that has always existed and probably always will. Refer- 
ence, however, to the statement that the family doctor has 
not time to examine his patients fully calls attention to the 
extraordinary deterioration of the economi: status of this 
keyman in the medical service in the period under review. 
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Few outside the profession would believe that the year 
1950 found the general practitioner asking exactly the 
same fees for his services as his predecessors did in 
the horse and buggy days of fifty years before when a 
sovereign could be bought for a pound note, income tax 
was a negligible quantity and domestic help was not only 
available but could be secured for fifteen shillings to a 
pound as a weekly wage. 

This unfortunate financial plight into which the general 
practitioner has allowed. himself to drift through his 
quixotic altruism in repeatedly abandoning his intention 
to raise his fees—first on account of the outbreak of the 
1914-1918 war, then at the time of the depression in 1929- 
1933, and once more with 
the outbreak of the second 
World War—has progres- 
sively imposed upon him 
the necessity of seeing 
more and more patients 
in the same time. 

Few who know his work 
will dispute that the 
majority of general prac- 
titioners in this country 
attain a standard of com- 
petence unsurpassed in 
any other. Well-trained 
and careful to keep them- 
selves abreast of advances 
in medical knowledge by 
attending post - graduate 
courses and reading 
current medical litera- 
ture, they are fully cap- 
able of filling the role of 
general medical advisers 
in the ideal partnership 
between family doctor 
and specialist. As, how- 
ever, owing to. their 
present financial in- 
security they have to 
work extremely long 
hours, it may well be that 
on cccasions they may 
not have time to investi- 
gate their patients fully,. 
or at least leave the im- 
pression that this is the 
case, 

Altruism, unfortunately, 
is rarely appreciated by 
those in whose interest it 
is practised, and the 
average patient tends to 
think that the family 
doctor who charges so 
little cannot possibly 
know as much as the specialist whose fees are so much 
higher. That his own doctor’s range of knowledge may be 
very much wider than that of the specialist never enters 
his head. 


A warning that altruism is a word even less appreciated 
by Treasury officials may be taken from a study of the 
structure of the National Medical Service recently estab- 
lished in Great Britain. This shows that the specialists 
whose fees were high were accepted at their own valuation, 
and are quite reasonably well paid for their services. 
The value of the work done by the overworked, underpaid 
general practitioners on the other hand has been assessed 
so cheaply that they. now have to accept so many patients 
in order to eke out a bare living that if one of the patients 
needs more than a cursory investigation he has to be sent 
to hospital to have it carried out. 

It is obvious that under such a system the traditional 
pattern of medical practice cannot survive. While some 
of the older practitioners will no doubt struggle to main- 
tain their former doctor-patient relationship, future 
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recruits to this branch of the service will tend to accept 
frankly a status of certificate writers and case sifters, in 
the latter capacity prescribing for those with obviously 
minor ailments and directing the rest to hospitals where 
presumably they will be subjected to a routine series of 
investigations. 

It will be opportune here to make reference to a com- 
paratively recent development in the field of specialism 
to meet the needs of private patients, known as a clinic, 
where teamwork is carried out by representatives of 
different types of specialties, usually under the leadership 
of someone to whom the results of the investigations are 
submitted. On the highest level there is no doubt that 
such clinics can serve a 
useful purpose through 
saving a patient who 
needs several investiga- 
tions having to visit a 
series of individuals in 
different buildings, and 
many such well managed 
clinics undoubtedly exist. 
But there is a_ great 
danger of clinics drifting 
into purely money-making 
concerts where a patient’s 
time and money are 
wasted through his being 
submitted to a series of 
unnecessary examina- 
tions, as was recently the 
experience of a visitor to 
another country who, 
having developed a head- 
ache, expended approxi- 
mately £A350 on a large 
file of entirely negative 
reports and a _ prescrip- 
tion containing Acidum 
Acetylsalicylicum, Phen- 
acitinum, Caffeine Citras. 

However, since the find- 
ings of the team even in 
the high-grade clinic will 
be normally sought by 
and supplied to a doctor 
in charge of a patient, the 
clinic, while serving a 
useful ancillary function, 
cannot be looked to to 
replace a system in which 
a capable family prac- 
titioner decides when his 
patients need be 
referred to specialists, or, 
indeed, clinics. 

From what has been 
said it seems clear that 
in the future as in the past the health of the public at large 
will be best served by a system in which each individual 
is under the personal care of a doctor competent to advise 
him on all matters of health, including those occasions 
when there is need to obtain the opinion of a specialist. 

Formerly this association led to so close a bond between 
patient and doctor that it was quite unusual for a 
specialist to be consulted without the doctor’s knowledge. 
Now, however, that mainly for economic reasons the prac- 
titioner has so much less time for establishing these 
relationships, the ties have become loosened and “straying 
away” much more common. 


The Problem of the Future. 

The problem of the future then is how to restore the 
status of the family practitioner to its former dignity and 
importance. 

it is obvious in the first place that he must he better 
paid. Already there has been a general move throughout 
the general practitioner service to increase fees, but the 
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projected increase is a very modest one and in no way 

comparable with the increase that has taken place in the 

cavelegs of the community generally since the century 
gan. 

The greatest problem that will require solution in the 
future will probably be how to attract the right type of 
young graduate into family practice as his life work. 
A great deal could undoubtedly be done if much greater 
emphasis were laid upon the importance of this branch 
of the profession throughout the period of undergraduate 
education. 

Now that those proposing to engage in specialist prac- 
tice, including surgery, are required to undertake organized 
courses of training after graduation, the instruction given 
to undergraduates might well be divested of a great deal 
of pseudo-specialist training and entirely designed to fit 
them for general practice. 

It is is some respects unfortunate that under present 
conditions the instruction a student receives in his clinical 
years is given entirely by consultants or specialists, and 
that he has no contact at all with the general practitioner. 
It is but natural that under such circumstances he should 
come to regard specialism as the goal at which he is 
aiming and general practice as the unhappy lot of those 
who drop behind in the race. 

As a preparation for general practice present medical 
courses would be greatly improved if much more was 
taught about the social aspects of medicine and a series 
of lectures by a seasoned general practitioner was intro- 
duced. Time for these additions to an over-burdened 
course could be secured if the student was less deeply 
instructed in the specialties and spent less of his time 
looking at operations and in being instructed how to do 
them. Time spent in this way is practically wasted, as 
even graduates are strongly advised against engaging in 
these activities until they have had a prolonged course 
of training. 

It would be of great value to both students and patients 
if clinical teachers in the hospital wards, and also in the 


out-patients’ departments, would make frequent reference 
in the hearing of the patients to the importance of the 
latter keeping in close contact with their doctor, and when 
requiring specialist advice, bringing a letter from him 
giving details of their illness. 

It would be profitable also if at some stage of his 
training the undergraduate was reminded that when he 
enters into practice he must be prepared to accept with 
good-humoured tolerance the fact that many of his patients 
will have a very different code of ethics from his own. 

Limitation of space. prevents more extended reference 
to the training of specialists than to stress that it should 
be based upon a sound knowledge of the general prin- 
ciples of medicine and surgery, and that throughout all 
special courses emphasis should be laid upon the fact 
that a specialty is not an independent unit of medicine, 
but an ancillary branch primarily designed to supply 
information to doctors about particular aspects of diseases 
they are treating. 


Summary. 


The growth of specialism in Australia during fifty 
years has been phenomenal, and the most outstanding 
influence in raising the standard and extending the useful- 
ness of the practice of medicine during the period. 

It has, however, been associated with some undesirable 
features which threaten to disintegrate the established 
pattern of medical practice, most notable being a deteriora- 
tion of the status of the general practitioner and an 
increasing tendency to disregard the pathway along which 
patients formerly passed so freely between the family 
physician and the consultant. 

The significance of the growth of specialism for the 
future is very largely dependent upon the possibility of 
improving the lot of the general practitioner and of 
securing whole-hearted cooperation between practitioner 
and specialist in directing their patients along the 
traditional pathway. 


FIFTY YEARS OF MEDICAL RESEARCH IN AUSTRALIA 


By E. V. KEocu, 
Melbourne. 


A REPRESENTATIVE contemporary opinion of the condition 
of medical research in Australia at the beginning of this 
century is expressed in some remarks of Sir Thomas 
Anderson Stuart, Dean of the Faculty, in an address 
celebrating the coming of age of the Medical School in 
the University of Sydney. ‘Owing on the one hand’, he 
said, “to the tendency of monied families to leave the 
State, and on the other to the attractions of private 
practice in Australia, there has as yet been an almost 
total absence of young medical graduates who, as in 
Europe, are content to go on with their studies after 
graduation, staying about the School and the Hospital, 
occupying minor positions, and gradually working their 
way upwards and forwards to the higher posts. It is to 
such men, now free from the worries of anticipated 
examinations, trained to work and therefore likely to 
work fruitfully, that we should look for original work 
and research in the medical sciences. Real research will 
certainly help the man and benefit his patients, and it 
may, perchance, advance the healing art.” 

The establishment of the medical schools and their con- 
tinuous rapid expansion made heavy demands on the staff 
of the faculties, leaving them little spare time for original 
investigations. The volume and quality of the researches 
in the basic medical sciences conducted by the professors 


and lecturers in such circumstances is amazing. But the 
conception that the medical schools, in addition to training 
students in the art and practice of medicine, should instil 
in the best of them a desire to add to medical knowledge, 
arose only when the major difficulties of development had 
been overcome, and their own graduates had reached 
maturity. 

The medical schools of Sydney, Melbourne and Adelaide 
were all fortunate in attracting as teachers men of out- 
standing ability, imbued with the spirit of research, and 
capable of indoctrinating others. During the thirty years 
in which J. T. Wilson occupied the chair of anatomy in 
Sydney, he and his staff were continuously engaged in 
original investigations, the importance of which was recog- 
nized by Wilson’s election to the Fellowship of the Royal 
Society in 1909. Among his distinguished pupils were 
Grafton Eliot Smith and John Irvine Hunter. Wilson 
always insisted that a high standard.of teaching can be 
maintained in a university department only if the instruc- 
tors are adding to knowledge in their own field. Vigorous 
and reproductive life, he said, cannot be indefinitely sus- 
tained on second-hand material. The same views were held 
by D. A. Welsh, in the chair of pathology, whose own work 
on the quantitative aspects of the precipitin phenomenon 
was of fundamental importance to modern immunology. 
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In Melbourne the tradition of research had been estab- 
blished by Halford, the founder of the Medical School. 
A potent stimulus came in the appointment of C. J. Martin 
to the lectureship, and in 1901 to the chair, in physiology. 
Martin was soon to become Director of the Lister Institute, 
but his few years in Melbourne had a lasting influence on 
the trend of developments in medical research. Facilities 
were then almost non-existent in the physiology school, 
but it was a fortunate peculiarity of Martin’s temperament 
that adverse conditions stimulated him to his best efforts. 
A fine example of his influence is to be found in a minor 
but admirable paper on the effects of severe exercise on 
albuminuria, written by two of his undergraduate students, 
T. P. Dunhill and S. W. Patterson, describing their obser- 
vations on a college crew during training. His encourage- 
ment of research by men in clinical practice is illustrated 
by the investigations of E. H. Embley, on the pharmacology 
of anesthesia, and of R. R. Stawell, on the clinical 
measurement of arterial blood pressure. Stawell con- 
cluded an account of this work with an expression of his 
hope that its chief effect would be to stimulate others to 
engage in clinical research. Stawell was himself strongly 
attracted to the life of a full-time investigator, but saw 
no possibility at that date of making a living in Australia 
in the role. C. J. Martin, however, had succeeded in 
arousing interest in clinical research in Melbourne, and 
his successor, W. A. Osborne, continued in his tradition 
of encouraging the application of new physiological tech- 
niques to the problems of clinical medicine. 


Around 1913 and 1914, a group of practising physicians 
in Melbourne favoured the establishment of chairs of 
clinical research in the University. The views of one 
spokesman, J. W. Barrett, were far-sighted; in fact, far 
in advance of his time, since chairs of medicine and 
surgery have yet to be established in Melbourne. Barrett 
urged that experts should be given sufficient financial 
inducement to devote themselves to the study of medicine 
from the standpoint of science, just as men devoted them- 
selves to the study of pathology or physiology. The Dean 
of the Faculty, Sir Harry Allen, held somewhat different 
views. By no means depreciating the value of research, 
he considered the school had more pressing needs. In 
his opinion, staffing of the existing departments was 
totally inadequate and their equipment miserably deficient; 
he held that the basic requirements for instruction of 
students should be met before the establishment of 
research departments was considered. 


Allen believed the next step in the development of 
medicine in Melbourne should be the establishment of 
adequate facilities for diagnostic clinical pathology at the 
teaching hospitals. He advocated, therefore, expansion of 
the existing pathology service at the Melbourne Hospital, 
and its reorganization as a department of clinical 
pathology. He designated as the future, Director, Gordon 
Clunes Mathieson, then engaged in research in London 
under C. J. Martin. (Mathieson, a worker of brilliant 
promise, was killed at Gallipoli.) Allen’s views were 
accepted, and their adoption led directly to the foundation, 
in 1916, of the Walter and Eliza Hall Institute for 
Research in Pathology and Medicine. Allen himself 
became Honorary Director of the Institute pending a 
permanent appointment. 

Before the first World War, the research tradition was 
well established in the medical schools o° Sydney and 
Melbourne, and in Adelaide, under Sir Edward Stirling, 
professor of physiology, a distinguished investigator in 
several fields, and Archibald Watson, a unique personality 
who made important contributions to surgical and com- 
parative anatomy. Plans for commencement of clinical 
research were in the air, to which the outbreak of war 
in 1914 proved only a temporary setback. 

Almost immediately major medical problems arose which 
could be solved only by investigations in the field. 
Medical officers in the expeditionary forces were faced 
with the diagnosis, treatment and prevention of diseases 
of which they had no previous experience. On Gallipoli 


dysenteries and varied fevers so sapped the efficiency of 
the troops that their withdrawal was necessary to avoid 
a debacle. 


Cc. J. Martin came from England to Lemnos, 


bringing his equipment, to strengthen the laboratory 
diagnostic service. With his help and expert guidance, 
in the Middle East and later on the Western Front, con- 
fusions between the bacillary and amebic dysenteries, and 
between typhoid and other enteric fevers, were gradually 
resolved. Many of the best young pathologists were 
exposed to Martin’s stimulus, among them A. H. Tebbutt, 
Keith Inglis, N. H. Fairley, Reginald Webster and C. H. 
Kellaway. The close liaison established between clinicians 
and laboratory workers in the solution of the urgent 
medical problems of war favourably influenced the pro- 
vision of research facilities in the teaching hospitals in 
the post-war period. 


The home front also had its problems. In the training 
camps, epidemics of cerebro-spinal meningitis menaced the 
new recruits and spread to the civilian population. N. H. 
Fairley commenced his research career in a study of the 
Victorian epidemic. Epidemics of dengue and of polio- 
encephalitis (‘“X’’ disease) in New South Wales and 
Queensland were investigated by the staff of the Bureau 
of Microbiology of the New South Wales Department of 
Health, which, under Frank Tidswell, was an active 
research centre. The careful study by J. B. Cleland and 
his colleagues of the epidemiology of “X” disease and their 
transmission of the virus infection to several species of 
animals, thus differentiating it from. poliomyelitis, is a 
classic of Australian medical literature. 


Despite these achievements at home and abroad, there 
was dissatisfaction at the thought that they were due to 
the efforts of exceptional individuals, working without 
official encouragement or support. In 1918, H. W. Armit, 
Editor of this journal, himself a former research worker, 
complained that. one looked in vain for any organized 
effort in the Commonwealth having for its object the 
problems of medicine in relation to the war. “Australia”, 
he said, “has allowed C. J. Martin and Almroth Wright to 
leave her shores to occupy positions in the old country. 
She has'‘never made a greater mistake.” And Frank Hone, 
of Adelaide, discussed the deficiencies and requirements 
in these terms: “Very little provision for pure medical 
research is made in Australia and few opportunities are 
given to young medical graduates to enter the research 
field. Practically no research is done outside Government 
departments. The universities are State institutions and 
the laboratories are Government bodies. A national 
machinery is required for encouragement of research 
within them, and for its coordination.” Neither the 
profession nor the politicians were then receptive to 
Hone’s plea for endowment of research from the public 
funds. Private benefaction was to be responsible for the 
main development in the next twenty years—the establish- 
ment of research institutes in the hospitals. 

When the Walter and Eliza Hall Institute was founded 
in 1916 its total annual income was £3,000, of which £2,500 
was provided by the Hall Trust and £500 by the University 
of Melbourne. Control was vested in a Board consisting of 
representatives of the Walter and Eliza Hall Trust, the 
University, and the Committee of Management and 
medical staff of the hospital. S. W. Patterson was 
appointed Director in 1919; in 1923 he resigned and was 
succeeded by C. H. Kellaway. N. Hamilton Fairley was 
appointed as First Assistant to the Director in 1920. The 
uninterrupted and successful progress of the Hall Institute 
must be attributed to the wisdom shown in these appoint- 
ments, and in particular to the genius for direction of a 
scientific institution developed by Kellaway. Kellaway, 
Fairley, and their valued assistant, Miss F. Eleanor 
Williams, had the confidence of the clinicians, many of 
whom served with them overseas and had learned to value 
their work. It was fortunate that, through Sir Harry 
Allen’s foresight, research in the Institute could be 
started so soon after the war that continuance of such 
associations was assured. They were strengthened by the 
selection of problems of immediate clinical interest for the 
first investigations, such as were those of Dew, Fairley 
and Kellaway on the pathology and laboratory diagnosis 
of hydatid disease, and the studies of Kellaway and F. G. 
Morgan, of the Commonwealth Serum Laboratories, on the 
venoms of Australian snakes and the production of anti- 
venenes for treatment of snake-bite, 
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Sir Harry Allen in 1913 had prophesied that if an 
adequate department for clinical pathology combined with 
clinical research was established at one hospital, it would 
speedily justify its existence, and that other hospitals 
would soon make similar provision. After a delay of ten 
years, his predictions began to be realized. In 1926 the 
Baker Institute was founded at the Alfred Hospital in 
Melbourne, and then in quick succession in Sydney the 
Kanematsu Institute at the Sydney Hospital] and the 
Kolling Institute at the Royal North Shore Hospital of 
* Sydney. These institutes adhered to the original pattern: 
the Director was responsible for provision of a clinical 
pathology service for the hospital, as well as for direction 
of research. The delicate balance between the demands 
of the hospital on the one hand and those of research 
on the other could be maintained only at the sacrifice of 
the Director’s time for his own investigations. Since the 
directors were selected on their research records, and 
since the success of the newly-founded institutes was 
dependent on their freedom to devote their full energies 
to investigation, this arrange- 

ment had obvious drawbacks. 

Nevertheless, excellent work 
was done in the new insti- 
tutes. J. ©. Eccles built up a 
first-rate team in  neuro- 
physiology at the Kanematsu 
Institute (which was unfor- 
tunately disbanded a few years 
later). At the Kolling Insti- 
‘tute, Lemberg attracted a 
number of young biochemists, 
the value of whose work with 
him on respiratory pigments 
was soon recognized. Similar 
institutes were founded in 
later years at other hospitals, 
and in 1937 the Institute of 
Medicaland Veterinary Science 
in Adelaide, a joint enterprise 
of the Government, the Uni- 
versity and the hospital. 

The increasing maintenance 
costs of the new institutes, 
and the paucity of funds for 
research in the medical 
schools, inevitably led to sug- 
gestions that the Common- 
wealth Government’ should 
assist. In 1925 a Royal Com- 
mission on Health recom- 
mended to the Commonwealth 
the establishment of a Medical Research Council, similar 
1o the English Counéil, with an annual income of £30,000. 
A long delay in implementation of this recommendation 
resulted, owing to lack of enthusiasm of both the British 
Medical Association and the Commonwealth Department 
of Health. That department had not been fortunate in 
its early venture in the research field, the Institute of 
Tropical Medicine at Townsville. The foundation of this 
institute had been auspicious. It had the support of the 
three University Medical Schools. A joint committee of 
the Royal Society and the Royal Society of Tropical 
Medicine had selected, as Director and his assistants, 
three distinguished scientists. But, after a promising 
start, difficulties arose which led to their resignation. 
The appointment of a new Director was without avail, 
and eventually the institution merged into the new Schooi 
of Public Health and Tropical Medicine in the University 
of Sydney. The first Director of the Commonwealth 
Serum Laboratories, W. J. Penfold, a research worker of 
repute, had resigned soon after his appointment following 
disagreements with the department. The difficulty of 
accommodating research workers and their requirements 
to the centralized administrative mechanism requisite for 
the rapid development of a strong Commonwealth Health 
Department was apparent. It is not surprising that 
J. H. L. Cumpston, a man of great ability and foresight 
and a distinguished epidemiologist, was cautious of new 


Alfred Jefferis Turner, of Brisbane, 1861-1947. 


ventures in research. The medical profession, on their 
side, feared that acceptance of a Commonwealth subsidy 
might entail some measure of unwanted control. 

Ten years elapsed before the Federal Council of the 
British Medical Association requested the Commonwealth 
to implement the recommendation of the Royal Com- 
mission. In the following year, 1936, the National Health 
and Medical Research Couneil was established. Medical 
research, tied to clinical pathology in the institutes, and to 
teaching in the medical schools, was now to be associated 
with health administration. The Council was charged with 
two duties, to coordinate the activities of the Common- 
wealth and State Health Departments and to subsidize 
and coordinate research in existing institutions. The 
Council was composed of ‘three representatives of the 
Commonwealth Health Department, including the Director- 
General as chairman, the Chief Health Officers of the 
States, one representative each of the British Medical 
Association, the Royal Australasian College of Surgeons, 
the Association of Physicians, one for all the medical 
schools, and two lay mem- 
bers. The competence of such 
a body to coordinate research, 
or equitably to allot research 
grants, was immediately chal- 
lenged on the obvious grounds 
that State medicine was over- 
represented and that there was 
no representation at all of 
those actually engaged in 
research. There can be no 
doubt that the Commonwealth 
Director-General had _ con- 
sidered that the alternative 
arrangement would have been 
equally subject to criticism if 
allotment of funds intended to 
encourage research through- 
out the Commonwealth were 
entrusted to a few research 
workers vitally interested in 
the needs of their own institu- 
tions. Fortunately, allotment 
of funds was delegated by the 
Council to a Medical Research 
Advisory Committee of five. 
Two members of this com- 
mittee, H. R. Dew and F. 
Wood Jones, were eminent 
research workers, and the 
Secretary, Dr. R. E. Richards, 
was successful in maintaining 
a satisfactory liaison between the Council and the actual 
research workers. 

By the nineteen-thirties the general pattern of research 
organization was established. The facilities of the depart- 
ments of the medical school had greatly improved and 
their research income somewhat increased. In Sydney, 
a private benefactor had established chairs of medicine, 
surgery, obstetrics, and bacteriology, and the Rockefeller 
Institute had provided funds for buildings to house these 
departments. To these facilities had been added a number 
of research institutes associated with the hospitals. The 
Commonwealth Serum Laboratories had made rapid 
progress. It was of considerable service to workers as 
a source of materials by their investigation, and a research 
department had been established within its walls. Useful 
local investigations were carried on in the regional diag- 
nostic laboratories of the Commonwealth Health Depart- 
ment, such as the recognition and differentiation of the 
Queensland leptospiroses by W. C. Sawers, T. Cotter and 
G. F. Lumley. Similar occasional contributions were being 
made by the laboratories of State departments. Out- 
standing was E. H. Derrick’s recognition of a new disease, 
“Q” fever, and his and Burnet’s collaboration in isolation 
of the causative rickettsia. ' 


In the thirties the ranks of Australian research workers 
were strengthened by the arrival from Europe of a number 
of distinguished scientists, including Bettinger, Fantl, 
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Feldberg, Gottschalk, Katz, Kuffler, Lemberg, Nagler and 
Singer. The subsequent loss of some of these men to 
institutions abroad is to be deplored. Wilhelm Feldberg, 
for instance, in his short stay at the Hall Institute, proved 
a fertile source of inspiration to those fortunate enough 
to work with him. 

The problems of preventive medicine in the second war 
were even more numerous and urgent than in the first. 
Formerly, however, the institution of medical investiga- 
tions, which involve matters of policy, had been the func- 
tion of the British War Office, since the Australian forces 
were under its adminis- 
tration. Now the Aus- 
tralian Medical Services 
were charged with full 
responsibility for the 
health of the troops. On 
Cc. H. Kellaway’s advice 
N. Hamilton Fairley was 
invited to become Medical 
Consultant to the Aus- 
tralian Army Medical 
Corps. His influence 
proved as dominant as 
that of C. J. Martin in 
the first war. The appal- 
ling wastage from malaria 
and dysenteries, and the 
high mortality in scrub 
typhus, compelled urgent 
search for _ efficient 
methods of prophylaxis 
- in the field. The mosquito 
vectors of malaria in 
northern Australia and 
New Guinea were iden- 
tified by G. A. M. Heydon, 
I. M. Mackerras, and their 
collaborators. Large-scale 


trials in experimental 
malaria, using human 
volunteers, under Fair- 


ley’s direction, established 
the safety and efficiency 
of “Atebrin” and “Palu- 
drine” in prophylaxis and 
treatmenu. of malaria. 
Scrub typhus infection 
was practically eliminated 
by methods of protection 
developed by R. J. Mc- 
Culloch. Studies by 
Adrien Albert and S. D. 
Rubbo on the pharma- 
cology of the acridines 
apart from their practical 
utility were of funda- 
mental value in_ the 
developing field of chemo- 
therapy. The full facilities 
of the university departments, and of the research insti- 
tutes, were directed to solution of the problems of medi- 
cine in the war with conspicuous success. 

Because results of this work were largely concealed by 
the veil of security, general dissatisfaction was expressed 
in the profession and the Press with the state of medical 
research. During the later years of the war, several 
distinguished workers left Australia to take up posts 
elsewhere, including C. H. Kellaway, J. C. Eccles and 
R. A. Willis. These losses, coupled with regrets that 
Florey’s great work on penicillin had been done abroad, 
not in his homeland, were the origin of many complaints 
that Australian medical scientists received little support 
or encouragement in their own country. As usual, the 
blame was placed on the Government, and in this instance 
on its agent, the National Health and Medical Rcsearch 
Council. In 1944 the Federal Council of the British 
Medical Association resolved “that the interests of the 
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public and of medical science would best be served by the 
creation of a Medical Research Council”. The objective 
of this resolution was removal of the functions of organiza- 
tion and financial support of medical research from the 
administration of the Commonwealth Health Department, 
on the grounds of bureaucratic inertia and lack of repre- 
sentation of research workers in the existing organization. 
Whatever substance existed in such strictures, the dis- 
tinguished workers who had left Australia would have 
been the first to exonerate the National Health and 
Medical Research Council from blame for their departure, 
since it had generously 
supported the Hall Insti- 
tute under Kellaway and 
the Kanematsu Institute 
under Eccles. Nor are 
scientists unique among 
Australians in sometimes 
seeking a wider sphere for 
their activities than Aus- 
tralia can offer. Never- 
theless, the  Director- 
General of Health, Dr. 
A. J. Metcalfe, in response 
to these criticisms, wisely 
reorganized the Medical 
Research Advisory Com- 
mittee, transferring his 
chairmanship to a non- 
departmental member and 
enlarging it by the in- 
clusion of sufficient senior 
research workers to con- 
stitute a majority of the 
members. The annual 
endowment has now risen 
to £85,000. The Council 
supports some 60 workers 
and their assistants in 
over 30 institutes, univer- 
sity departments and hos- 
pitals throughout Aus- 
tralia. Some measure of 
security has been pro- 
vided for its workers by 
introduction of a super- 
annuation scheme. It is 
fair to say that, through- 
out its existence, the 
Council has allotted its 
funds to good advantage 
and to the general satis- 
faction of research 
workers. If its part in 
coordination and _ direc- 
tion of research has been 
inconspicuous, most 
workers have been well 
content that their activi- 
ties have not been subject 
to interference or attempts at supervision or control. 


In 1944 F. M. Burnet succeeded Kellaway as Director of 
the Hall Institute, in which he has spent his working life. 
Burnet has built up from a small department an Institute 
of Virus Research which is unexcelled for the originality, 
variety and volume of its contributions to knowledge in 
its chosen field. It is a favourable omen for the future 
that Burnet has found opportunity and recognition in his 
own country, and that he has been afforded full facilities 
for his work. Immediately after the war Burnet estab- 
lished a Clinical Research Unit in the Hall Institute, 
which under I. J. Wood’s direction soon proved its worth. 
As this unit forms an effective link between the Research 
Institute and the Clinical School, it was possible to sever 
the long alliance between clinical pathology and research 
in the Royal Melbourne Hospital and the Hall Institute, 
which is now solely concerned with research activities. 
Similar rearrangements have been made between the 
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functions of the Baker Institute and the Pathology 
Department of the Alfred Hospital, with undoubted benefits 
to both. Clinical research units have been formed at the 
Royal Prince Alfred Hospital in Sydney and the Children’s 
Hospital, Melbourne. In 1946, the first State Institute of 
Medical Research, for investigation of local health prob- 
lems, was established in Queensland. With I. M. Mackerras 
as Director, and E. H. Derrick as his assistant, its 
success seems assured. 

On the recommendation of Sir Howard Florey, the 
Commonwealth Government has decided to establish at 
Canberra a National Institute of Medical Research within 
the National University. Rapid progress has been made 
in this ambitious scheme, thanks to the continued interest 
of Florey and to the energy and enthusiasm of R. Douglas 
Wright. The objective is to provide first-class labora- 
tories in the basic medical sciences, physiology and 
pharmacology, biochemistry, medical chemistry, micro- 
biology, and experimental pathology. The heads of four 
departments have been appointed, and work has already 
started in temporary accommodation provided in institu- 
tions in Australia and England. When fully established, 
the Institute will contain some fifty research workers, 
some of whom will be students in training. There is no 
doubt that this will become a first-rate research centre, 


providing training and new opportunities for workers in 
the medical sciences. 

An account of the achievements of individual workers is 
outside the scope of this brief review of the development 
of facilities for medical research since 1900. The novel 
feature of this period has been the rise of the research 
institutes; a tradition of research was previously estab- 
lished in the universities, and their contribution to the 
basic medical sciences is considered elsewhere in this 
number. But if medical research in Australia is to 
progress, attention must be focused in the immediate 
future on the urgent needs of the medical schools. Some 
relief of the burden imposed by the continued increase 
in the numbers of students is essential. The Australian 
Teople and the governments have always responded 
generously to requests for financial support of medical 
research. ‘The results of research are entirely dependent 
on the quality of the research workers and their scientific 
education. The most urgent requirement now is that 
adequate financial support should be given the universities 
to enable recruitment of first-rate teachers and to give 
these teachers time and resources to pursue their own 
investigations, so that their students may be encouraged 
to do likewise. The roots must be nourished in the 
universities if research is to prosper outside them. 


THE DEVELOPMENT OF POST-GRADUATE TRAINING IN MEDICINE 
IN AUSTRALIA 


By A. M. McINTosn, 
Chairman, The Australian Post-Graduate Federation in Medicine. 


In 1851 the Sydney Infirmary granted the privilege of 
attending operations and post-mortem examinations to all 
medical practitioners who subscribed annually two guineas 
to its funds. This seems to have been the beginning of 
post-graduate education in medicine in Australia, but 
apparently few doctors took advantage of it. However, it 
did gradually become an accepted practice for the keener 
spirits in medicine to go abroad to England and the Con- 
tinent after graduation for further clinical experience and 
in some instances additional qualifications. At the begin- 
ning of this century and for several years subsequently 
there was no organized post-graduate teaching. At some 
of the teaching hospitals special arrangements were made 
for the attendance of post-graduates at hospital rounds or 
operations, and demonstrations of special techniques or 
lectures on special subjects were also organized by staffs 
of the medical schools or by the British Medical Associa- 
tion, but these provisions were desultory and intermittent 
in the years preceding the 1914-1918 war, when they were 
temporarily interrupted. 

In the later years of this war post-graduate teaching 
was introduced into base hospitals of the Australian 
Imperial Force in England from early 1918 onwards. It 
was interrupted by the heavy fighting that ended the war, 
but after the armistice a number of medical officers were 
given special leave to undertake post-graduate study and 
in many instances gained higher degrees or diplomas. This, 
however, provided for the needs of only a limited number, 
and it was necessary to arrange some rehabilitation 
training for ex-service doctors after their return to 
Australia. To meet this need in 1920 a Permanent Post- 
Graduate Committee was established by the Victorian 
Branch of the British Medical Association and it has con- 
tinued to function in the same form till the present time. 


It includes also representatives of the university and the 
teaching hospitals. In Adelaide post-graduate training was 
initiated by the South Australian Branch of the British 
Medical Association in 1928, and the Adelaide Permanent 
Post-Graduate Committee was established to organize lec- 
tures and courses of instruction. It continued until 1944, 
when, with the introduction of the Commonwealth Recon- 
struction Training Scheme, it was wound up, and its 
functions were assumed by a similar committee appointed 
by the university. 

A standing committee of the Branch of the British 
Medical Association in New South Wales was appointed in 
1929 to organize post-graduate training. Three years later 
a Permanent Post-Graduate Committee was formed with 
representatives of the Branch and the teaching hospitals; 
in 1935 this became a university committee and as such 
it still functions. Committees in the other States have 
followed essentially the same plan. 


In all States the British Medical Association maintains 
an active interest in and affords generous support to the ° 
local committees on which it has direct representation. 
Where country courses are arranged they are usually 
organized by the local associations of the British Medical 
Association Branch. 

All the committees gradually increased the range of 
their activities until the outbreak of war in 1939, when 
they went into recess. Numerous courses were conducted 
during the war, under service arrangements, in various 
aspects of war medicine and surgery, and in particular in 
tropical medicine and hygiene. Correspondence courses 
for service officers in forward areas were instituted by 
the New South Wales Committee in 1943. These dealt 
mainly with the basic sciences and involved a great deal 
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of work, which was, however, amply repaid by the apprecia- 
tion of the large number of men who made use of them. 
In addition, books and journals, and sets of pathology and 
histology slides were sent to numerous units in the field. 


The introduction of the Commonwealth Reconstruction 
Training Scheme enabled the committees to extend their 
activities on a scale greatly exceeding anything previously 
attempted. 


Conditions regarding enlistment of medical officers were 
no doubt similar throughout most Allied countries. Owing 
to the demand for medical officers in the services the 
medical course was shortened by the reduction of vacations 
to a minimum. This imposed a, strain both on students 
and on the depleted teaching staffs and did not make for 
efficiency. Graduates in Australia who enlisted in the 
services were given in most instances a minimum period 
of nine months’ residence in hospital before being called 
up. These young graduates were regarded as being in a 
special class, and all medical officers who enlisted within 
two years of graduation were given a special three months’ 
refresher course prior to their discharge. They also shared 
in the general scheme of post-discharge training. When 
demobilization began there were approximately 2000 Aus- 
tralian medical officers serving in the armed forces. About 
30% of these were men of lengthy experience or ‘specialist 
status who required little or no rehabilitation. Of the 
remainder, about 50% had had some clinical experience in 
service hospitals, but needed refresher courses in such 
subjects as pediatrics, obstetrics and gynxcology. Many 
of the remainder had been posted to field units throughout 
their service careers and urgently needed a further period 
of residence in hospital in addition to special tutorial 
courses. 


It was a task of some magnitude to cope with the varying 
needs of all these individuals—arranging hospital appoint- 
ments, courses in medicine and surgery’ at higher and 
lower levels, courses for general practitioners (which were 
undoubtedly of greatest value), and courses for higher 
degrees and diplomas, and meeting the special needs of 
some individuals. The task was successfully accom- 
plished, but this was possible only by the willing coopera- 
tion of the teaching hospitals and the enthusiasm of their 
honorary staffs, whose zeal was largely due to the fact 
that they themselves had been in the services. 


All this involved a great extension of the activities of all 
the committees, who undertook this work in its entirety 
and completed it to the satisfaction of everyone concerned. 
The greatly increased expenditure was met by fees paid 
for all these courses by the Universities Commission in 
terms of the Reconstruction Training Scheme. 


With their increased staffs and income the post-graduate 
committees have been able to extend greatly the scope of 
their work apart from rehabilitation, but as this source of 
income has now ceased most of them are now living beyond 
their incomes, being reluctant to reduce their activities, 
and in the main they are seeking other sources of revenue. 
It is hoped that financial assistance will be forthcoming 
. from the Federal Government, as post-graduate training 
of medical officers must be an important feature of any 
scheme of national health service. 


The normal sources of income of the various committees 
vary considerably. In Tasmania and Western Australia 
the committees rely almost entirely on fees paid for lec- 
tures by interstate and oversea visitors. In Adelaide 
numerous courses are held which provide a certain income 
but are not regarded as a source of profit. An approach 
is being made to the university for a subsidy. The Queens- 
land Committee receives an annual grant of £1000 from 
the Government, arranges courses in country centres with- 
out any remuneration, but charges fees for courses arranged 
to prepare candidates for higher degrees. In Victoria 
the Government subsidizes the Committee to the extent of 
£1000 per annum. In addition, fees are received for atten- 
dance at general practitioner and specialist courses and 
at lectures. In New South Wales the situation is much as 
in Victoria. Here the annual subsidy from the Government 
has in recent years been £5000, most of which, however, 


is allocated to specific purposes, that is, a post-graduate 
lectureship in clinical pathology, provision of fellowships, 
publication of a monthly bulletin and purchase of films 
and other visual aids. 


The Australian Post-Graduate Federation in Medicine. 


In 1948 the Australian Post-Graduate Federation in 
Medicine was formed to coordinate activities in this sphere 
throughout the Commonwealth. 


Its constituent members are the six post-graduate com- 
mittees of Australia: The Melbourne Permanent Post- 
Graduate Committee (British Medical Association); The 
Post-Graduate Committee in Medicine in the University of 
Sydney; The Post-Graduate Committee in Medicine of the 
University of Adelaide; The Post-Graduate Medical Educa- 
tion Committee of the University of Queensland; The 
Western Australian Post-Graduate Committee (British 
Medical Association); The Tasmanian Post-Graduate Com- 
mittee (British Medical Association). The Post-Graduate 
Committee of the University of New Zealand has been 
admitted as an honorary member. 


Each of these members is completely autonomous within 
its own State. The Federation deals with matters common 
to more than one State Committee and in particular 
endeavours to assist the smaller State committees whose 
resources are limited. It hopes to become a force in the 
encouragement and advancement of post-graduate medical 
education and research in Australia. In particular it plans 
to coordinate arrangements for visits of overseas lecturers. 
The Royal Australasian Colleges of Physicians and 
Surgeons and the. local representatives of the College of 
Gynecology and Obstetrics have been invited to associate 
themselves as fully as possible with the Federation, and 
it is hoped to achieve the greatest degree of liaison with 
these bodies, whose activities in many respects are com- 
plementary to those of the Federation. 


Courses. 


Post-graduate refresher courses are a prominent feature 
in the routine of most of the post-graduate committees, 
particularly in those centres where there is a medical 
school. Annual revision courses for general practitioners 
are most popular and are well attended. These are made 
as practical as possible, and in addition to lectures include 
clinical and laboratory demonstrations. Full discussion is 
encouraged. Shorter courses in special subjects, notably 
pediatrics and obstetrics, are also held. Provision is also 
made for special courses for candidates for higher degrees 
and diplomas. 


In most of the States week-end courses are held in 
country centres, for which the committee supplies two or 
three lecturers. Considering the uneven distribution of the 
medical population and distances which must be covered, 
attendances at these are very satisfactory. In metropolitan 
areas week-end courses are held in special subjects, namely, 
rheumatism, diabetes, tuberculosis, electrocardiography. In 
special cases every effort is made to arrange individual 
tuition. Degree and diploma courses are a more recent 
development in several of the States. 


Diplomas. 


When the committees resumed their activities in 1944, 
professional vocational diplomas were introduced in some 
States. Candidates for these were at first very numerous 
from the ranks of ex-service men. Since their requirements 
have been satisfied the number of applicants has been 
greatly reduced, although this work still constitutes one 
of the major activities of the Committee in New South 
Wales and Victoria. Eligibility to sit for these diplomas, 
at first limited to holders of degrees registrable by local 
medical boards, has now been widened to include persons 
registered or registrable by the General Medical Council 
of Great Britain. It is the aim of the respective com- 
mittees to ensure that the diplomas are of high standard 


. and that the regulations governing them will provide that 


the candidates have adequate practical experience in 
addition to their theoretical knowledge. This is frequently 
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a matter of some difficulty and has necessitated prolonged 
discussion with various teaching hospitals to ensure that 
the conditions imposed are always capable of fulfilment— 
the number of long-term hospital appointments in Aus- 
tralia are limited. However, these difficulties are being 
gradually overcome and it should be possible to meet the 
needs of the reduced number of candidates now offering; 
facilities are now available for the acquiring of a diploma 
in most specialties. 


Fellowships. 


The rehabilitation of service personnel was greatly facili- 
tated by the award of numerous fellowships for travel 
overseas which enabled them to visit important clinics in 
the United Kingdom, the United States of America and 
Canada. These were made possible by generous assistance 
from the Nuffield Foundation, the Rockefeller Foundation, 
the Carnegie Corporation, the Commonwealth Foundation, 
and the Australian Rei Cross Society. In several of the 
States local benefactions have made possible the provision 
of similar assistance for oversecs study. The several post- 
graduate committees hope, when their finances permit, to 
award fellowships to facilitate overseas study and par- 
ticularly research. This, however, will not be possible 
without greatly increased endowment. The New South 
Wales Committee has in terms of its Government grant 
already financed two Fellows to undertake research in 
England. Both have now returned and the Committee has 
been able to make adequate arrangements for them to con- 
tinue their work in New South Wales. 


The Royal Colleges. 


The foundation of the Royal Aus‘ralasian College of 
Surgeons in 1928 was followed by the establishment of The 
Royal Australasian College of Physicians in 1938. More 
recently a Regional Council of the Royal College of Obstet- 
ricians and Gynecologists has been set up in Australia. 
These bodies have made most important contributions to 
post-graduate education in Australia, in establishing and 
maintaining a high standard of practice, in providing oppor- 
tunities for practical experience and in encouraging 
research. Whilst the discussions and demonstrations of 
the Colleges are usually open only to their members, the 
regular clinical meetings arranged by the British Medical 
Association at various teaching hospitals have a wider 
general appeal. Within the hospitals the tendency is 
towards an increase in clinical demonstrations, and in 
particular in valuable clinico-pathological discussions, 
which have added importance because of the addition to 
hospital staffs of increasing numbers of clinical assistants. 


Students Proceeding Overseas. 


Before post-graduate training was fully developed in 
Australia increasing numbers of students went overseas to 
secure higher degrees or diplomas. This practice still 
persists to some extent, although the added value attached 
in recent days to local degrees and diplomas tends. to 
reduce the overseas traffic. The recognition of Part I of 
the examination of the Royal Australasian College of 
Surgeons as the equivalent of the primary examination 
of the Royal College of Surgeons of England shows the 
trend of feeling, and it is strongly held here that attain- 
ment of the higher qualifications available in Australia 
should be a sufficient guarantee of the knowledge and 
experience of candidates for posts on hospital staffs and 
that selection boards should not attach added value to the 
acquisition of additional similar degrees of equal merit. 
The habit of what has elsewhere been called “multiple 
diplomatosis” results only in a waste of much of the 
limited time that is available for study oversea. Accord- 
ingly the tendency has been to encourage aspirants for 
specialist status to acquire their higher degrees or diplomas 
at home and to exhaust local possibilities in the way of 
post-graduate study before proceeding overseas. This 
point of view has the strong backing of the British Post- 
graduate Federation. The generous assistance and valued 
advice of this Federation, together in more recent days 


with the help of the Empire Medical Advisory Bureau, has 
greatly facilitated arrangements for post-graduate study 
by Australian doctors in the United Kingdom. All graduates 
going overseas are strongly urged in the first instance to 
notify their local post-graduate committee as early as 
possible of their itinerary and of the work they wish to 
undertake. With the valued assistance afforded by our 
colleagues in London it has been possible in most cases, 
where applicants could be suitably accredited, to make appro- 
priate arrangements for their work as well as to smooth 
out the difficulties inherent these days in one’s arrival in 
a country oversea; in this regard the kindness of the 
Nuffield Foundation representatives is greatly appreciated. 
In the United States of America and Canada facilities for 
post-graduate study are at present less frequently utilized 
because of economic difficulties, but here also it has been 
possible to make suitable arrangements for the work 
desired by the numerous graduates who visited the United 
States of America and Canada in early post-war years. 
This happy relationship, due mainly to the goodwill and 
benevolence of the people concerned in the United Kingdom, 
Canada and the United States of America, is in no small 
measure also attributable to the high quality of the attain- 
ments and character of the Australian post-graduate 
medical representatives from the services in the immediate 
post-war period. Negotiations have recently been con- 
ducted by the Federation with the overseas shipping - 
representatives to obtain priority in posts as ships’ surgeons 
for medical men accredited by the Federation who are 
proceeding overseas for post-graduate study. There has 
been quite a good response to this approach. 


As a result of recent negotiations conducted by the 


- Federation, it is hoped to increase the number of resident 


hospital posts available to Australian graduates in the 
United States of America and elsewhere abroad. 


Visual Aids. 


Increasing use is made in all States of visual aids in 
all courses. The Melbourne Committee is fortunate in 
having available the very efficient Visual Aid Department 
of the University of Melbourne for the preparation of films, 
strip films and slides. In Adelaide the nucleus of a valuable 
collection of films has been acquired. The Sydney Com- 
mittee has set up its own photographic unit to perform a 
similar service for its own lecturers and, as required, for 
lecturers of associated teaching units. In Sydney also the 
committee has, partly by gifts, in part also by purchase 
in terms of its annual grant, acquired some 140 films and 
has compiled a catalogue of 274 medical films available in 
various centres in Australia. These are distributed through- 
out the Commonwealth as requested, and a few have been 
sent to New Zealand, Singapore and New Caledonia. A 
number of films, illustrating particularly operative pro- 
cedures, have been made in various teaching hospitals in 
Australia. Recently the respective committees arranged 
for a demonstration in Melbourne and Sydney of television 
of various operative procedures. In acknowledgement of 
the valuable assistance given by local teaching hospitals, 
particularly in the Reconstruction Training Scheme, the © 
Sydney Committee made grants to them of £3150, which 
was expended on equipment to extend and improve instruc- 
tion by visual aids. 


Library. 

An activity not yet fully developed, although initiated by 
some of the committees, is the establishment of a library 
comprising mainly books of reference not readily available 
elsewhere. : 


Bulletin. 


Several of the committees arrange for the publication 
of lectures, particularly those by overseas visitors. In 
Sydney and Brisbane there is a regular issue of a Bulletin 
comprising lectures given in the various courses. These 
have a wide circulation in Australia and abroad. Exchange 
journals are distributed to the various local libraries as 
seems appropriate. 
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Overseas Students. 


With all the facilities available in Australia it is felt 
that provision should be made for post-graduate training 
of students from other countries. Numerous applications 
have been received from graduates in the Near East for 
information as to opportunities existing here for refresher 
training. In 1947 a representative of the Government of 
India spent some time in Australia and New Zealand 
investigating the possibility of further training of 
graduates, medical and others, who could be employed in 
teaching after their return 
home, but further discus- 
sion of the subject has 
been deferred. There 
would be no difficulty in 
providing the necessary 
tuition, but it would be 
almost impossible to 
arrange the essential prac- 
tical experience whilst 
undergraduate clinical 
classes remain as 
crowded as they are at 
present. The matter was 
approached from this end 
with the utmost goodwill, 
and presumably discus- 
sions will be resumed 
later. One UNESCO 
Fellow from Singapore is 
at present receiving train- 
ing in oto-rhino-laryngo- 
logy in various capital 
cities under arrangements 
made by the Federation. 


Overseas Visitors. 

The post-graduate com- 
mittees have been respon- 
sible for the visits to 
Australia of many over- 
seas specialists. In addi- 
tion to set lectures, most 
of these give also clinical 
demonstrations in the 
larger hospitals, which 
are of even greater value. 
Most of our visitors re- 
main with us for much 
too short a period for the 
maximum benefit to be 
derived from their stay, 
but it is difficult to 
arrange for a visit of the 
desired duration by men 
of the requisite calibre. 
The possibility of utiliz- 
ing the provision of the 
Fullbright Bill to facilitate visits by American specialists is 
being explored. The Post-Graduate Committee in Melbourne 
was, soon after its foundation, very active in introducing 
overseas visitors, notably Dr. Kanavel, Dr. Ewarts Graham 
and Dr. William Castle, with many others, and the Sydney 
Committee invited Professor Jonathan Meakins, Dr. 
Kellogg Speed and others. Since its establishment the 
Federation has controlled these visits, the coordination of 
which it regards as one of its main functions. Under its 
egis Dr. Chandler Brooks, associate professor of physiclogy 
at Johns Hopkins University, who was working in Dunedin, 
was induced to visit Australia and deliver a course of 
lectures, which were very well received. In 1948 an 
invitation was accepted by Professor J. C. Spence, of 
Durham University. He lectured in all States on various 
aspects of child health, and was most stimulating. Recently 
Professor F. G. Blake, Sterling Professor of Medicine at 
Yale University, completed a greatly appreciated tour of 
all the States. Successful broadcasts of some of his lectures 


Richard Rawdon 


to country centres in Victoria and New South Wales gave 
added value to his visit. Other visitors again come to 
Australia on furlough, and for reasons not associated with 
teaching, and in many instances, being aware of their 
impending visit, the Federation has been able to induce 
them to alter their itinerary and include all States in their 
tour. Dr. L. S. P. Davidson, of Edinburgh, who lectured 


in all capital cities on various aspects of hematology, 
Professor F. A. E. Crew, who discussed some of the prob- 
lems of genetics, 


and Professor Alexander Kennedy, 
psychiatrist from the 
University of Durham, 
who lectured in some of 
the capital cities, are 
included here. In 1951 
Professor Matthew 
Stewart, emeritus  pro- 
fessor of pathology in the 
University of Leeds, and 
Dr. W. M. Pickles, of 
Aysgarth, Yorkshire, are 
expected. 


Other ovei'seas visitors 


come to Australia ex- 
pressly to post- 
graduate lectures, but 


under arrangements quite 
apart from the activities 
of the Post-Graduate 
Federation. In this cate- 
gory is the Sims Professor, 
alternately a surgeon and 
a physician, who annually 
visits Australia and New 
Zealand under the egis 
of the Royal Australasian 
Colleges. Sir Hugh Cairns 
and Professor G. W. 
Pickering, of Saint 
Mary’s Hospital, were 
the first two visitors 
under this scheme. 


Dr. O. T. Clagett and 
Dr. L. N. Eaton, of the 
Mayo Clinic, were recently 
in Australia by invitation 
of the Royal Australasian 
College of Surgeons, and 
delivered lectures under 
the egis of the Post- 
Graduate Federation. 
Local endowments have 
been responsible for the 
visit to Australia of 
Dr. Leslie Williams, of 
London, and Dr. Donald 
Hunter. Professor J. F. 
Browne has successfully completed a tour of Australia 
under the auspices of the King George V and Queen Mary 
Foundation. Dr. William Evans came to Melbourne from 
London for the centenary celebrations of the Royal Mel- 
bourne Hospital, and there have been numerous other 
visitors of equal distinction. 


It is in some measure due to the efforts of the Post- 
Graduate Federation that the activities of these visitors 
have not, in recent days, been limited to lectures and 
demonstrations for members of the sponsoring bodies, but 
that they have been given a wider publicity, and in 
particular they have been induced to visit the smaller 
outlying States, which need the stimulus resulting from 
such visits equally with, if not more than, New South 
Wales and Victoria. It is strongly felt that as many as 
possible of the practitioners in Australia should be given 
an opportunity of seeing and hearing visitors of such 


distinction. 


Stawell, 1864-1935. 
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Post-Graduate Hospitals, 


One of the great defects in post-graduate teaching in 
Australia is the lack of post-graduate hospitals. In 
Melbourne, Prince Henry’s Hospital is available to the 
Royal Australasian College of Surgeons for teaching 
exclusively post-graduates. In Sydney before the recent 
war a post-graduate school was established at Prince 
Henry Hospital and invaluable training given to a 
series of Fellows. During the war this scheme was 
abandoned and attempts to renew it have so far been 
unsuccessful. 


The resources of teaching hospitals are so fully tested 
at present by the requirements of undergraduates that there 
is neither place nor encouragement for the post-graduate, 
and the combination of the two types in one hospital is 
undesirable. This greatly limits opportunities for the post- 
graduate to gain practical clinical and operative experience. 

It is difficult also for the committees to adapt their 
efforts to their diminished incomes without loss of efficiency 
and they all require added financial assistance. With this 
provision and their abundant enthusiasm the existing com- 
mittees can meet efficiently all medical post-graduate 
requirements throughout the Commonwealth. 


THE IMPACT OF TWO WORLD WARS ON MEDICINE IN AUSTRALIA 


By ALLAN S. WALKER, 


Canberra. 


Wak strikes a human community with fierce impact. It 


is a collision which inflames and destroys, and it leavesa . 


trail of damage that smoulders on till even those who 
unleash its force may wonder if there truly is “a time of 
war and a time of peace’. Members of the medical pro- 
fession belong to one of the most favoured social groups 
in one respect, for in the asperities of war they retain in 
some fashion the privilege of following their calling; even 
if there is “a time to kill’, there is always “a time to 
heal”. Their war work often differs widely from their 
wonted civil practice; their objective is to minimize 
wastage of fighting men by preventive and therapeutic 
measures, but they still base their activities on their 
traditional care of the individual. In return for this 
privilege doctors try to work in accordance with the best 
standards of the day, but they also strive to take full 
advantage of the special and extensive experiences which 
may point the way to new or improved methods for. future 
use. War thus has an influence on medical science which 
may benefit the civil community. This “influence” has 
little in it of the original astrological meaning, a subtle 
cosmic essence stealing from some distant star, but is 
rather an energizing power drawn from the violence of 
impact. There are few in the world today who have not 
felt, even if uncomprehendingly, the results of one great 
war; there are millions who have had the unparalleled 
experience of suffering the blows of two. It is of interest 
then to see how the world conflicts of 1914-1918 and 1939- 
1945 gave medical scientists and practitioners the oppor- 
tunity to amass and adjust experience in their own field 
and how this affects the civilian population. 


Naturally, laymen and medical men alike readily turn 
their thoughts to the wounds and injuries of war, though 
we well know that disease had in the past caused more 
casualties than weapons. Fortunately in both world wars 
Australians at home were spared the physical and mental 
suffering of extensive air raids. Fortunately, too, the 
brutality of chemical warfare in 1914-1918 was not repeated 
on the battlefields of 1939-1945. 


The wounds and injuries of war in the field were more 
numerous, and in the aggregate more severe, in 1914-1918 
than in 1939-1945. This was due in part to the more static 
type of warfare on the Western Front, and the wearing 
away of armies on “the human grindstone’, as Graham 
Butler called the war of attrition. It was due also to the 
high degree of inféctivity of the soil of the battlefields 
of France and Flanders. The problem of wound infection 
was at first baffling, but much valuable information was 


gained from bacteriological research, especially on the 
anaerobic bacteria. 


After great opposition the principle of débridement or 
“excision” of wounds was tardily accepted in the first 
World War; its value was confirmed in the Spanish Civil 
War, and it was practised with success in the Middle East 
in 1940-1941. The excellent results of Australian surgeons 
in the first campaign in the Western Desert were influenced 
also by two other factors, the administration of sulphon- 
amides and the relative sterility of the desert sand. It is 
curious how strategic reasons often lead men to fight on 
some of the most inhospitable country in the world, and a 
generation after the primitive hardships of Gallipoli and 
a year or two after the trials of the sandy wastes of Libya 
Australian troops were exposed to the hazards of the 
steamy jungles of the south-west Pacific islands. Here the 
risk of infection by anaerobic bacteria was greater, but 
adequate surgery and sulphonamides, and, later, penicillin, 
made gas gangrene, still a vivid memory to war surgeons 
of 1914-1918, rare even in New Guinea. Tetanus was 
abolished by the routine inoculation of all servicemen with 
tetanus toxoid. 


An attempt was made in the first world war to reinvoke 
the spirit of Lister with the use of antiseptics such as the 
acridine series and the chlorine derivatives. Only a certain 
measure of success was achieved, and the drawbacks of 
tissue irritation and sensitivity were still in evidence a 
generation later, in spite of warnings from dermatologists. 
However, Albert and others introduced some potent and 
relatively harmless acridines, such as _ the stainless 
“Monacrin”. Their action on Gram-negative bacteria was 
of value, for example in plastic surgery in advancing the 
appropriate time of skin grafting or other tissue 
manecuvres. 

Serious and extensive infections of wounds, though much 
less common, also occurred in the earlier years of the 
recent war. Those pallid, thin, querulous men with chronic 
infections involving long bones could still be seen in base 
hospitals, but fortunately modern study of the blood 
chemistry has shown the value of repeated blood trans- 
fusions and a protein-rich diet. Penicillin and the greater 
facilities which it made possible later saved many men 
from this long-harassing type of illness. ‘ 

In both wars the importance of transport as a factor in 


wound treatment was realized. For wounded men distances 
are measured by time and smoothness of transportation; 


‘these depend upon the mode of conveyance and the route, 
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and largely on the immobilization of injured parts. These 
lessons, never quite lost to sight, were relearnt in 1940, 
where the distances were out of previous reckoning. Later 
in New Guinea the contrast between primitive and modern 
transport was sometimes fantastic. Air evacuation, little 
more than an idea in 1914-1918, and a rarity from 1939 to 
1942 owing to scarcity of suitable aircraft in the early 
Middle East campaigns,’was firmly established during the 
years of the Pacific war. But before sick and wounded 
could reach the excellently organized comforts of air 
ambulance or hospital ship many hundreds of them were 
carried on rough litters by Papuan boys or Australian 
orderlies over mountainous tracks and through swollen 
streams to an aid post or an air strip, or to beaches where 
barges took them to a waiting ship. These considerations 
of transport were always before the surgeon as he made 
his judgement in forward surgical stations. They occa- 
sionally reflect, too, on conditions encountered in civil 
life in Australia. At the outbreak of war in 1939 all types 
of ambulances were not adapted to take standard stretchers. 
This should never happen again; standard stretchers 
should be easily accommodated in all forms of transport, 
and litters of types found useful in three fighting services 
in two great wars should be available everywhere for 
emergencies. 

Specialism began to flourish in the early decades of this 
century and by 1939 was expanding rapidly; in two wars 
it has made contributions to all branches of surgical 
work. Plastic surgery was well advanced in the 1914-1918 
war and made further steps in 1939-1945. Young Australian 
surgeons were specially trained by great exponents of the 
British school, and built up departments in base hospitals 
with full facilities for all aspects of reconstructive surgery. 
Largely as the result of war experience the influence of 
plastic surgery diffused through the whole field of surgical 
work. The greater safety of surgical procedures today 
enables the surgeon from the beginning to consider the aim 
of full repair. This influence has pervaded the treatment 
of burns also. From all the controversies about burns 
emerged several points: that methods of treatment should 
allow for considerations of function, as in the hands; that 
they should be simple and adapted to circumstance; and 
that “the best dressing for a burn is skin”. Thoracic 
surgery has developed along physiological lines. War 
experience has stressed the importance of immediate 
closure of the “sucking” wound, preferably by the positive 
method of suture, and has dictated that the pleural cavity 
should be kept dry. Abdominal injuries still remain a 
serious problem. In 1917 the recovery rate was not much 
better than 40%, in spite of the help of blood transfusion, 
for more blood is lost in these injuries than is sometimes 
realized. In the Middle East the best rate was attained by 
Giblin and his team, with a maximum recovery rate of 
70% in a series of 90 men. The rate in New Guinea was 
much below this, and the overall recovery rate was only 
50%. The value of blood transfusion, prompt decision, 
exteriorization of the colon in injuries of that structure, 
and duodeno-jejunal drainage has been established. Neuro- 
surgery owes more to civilian than to military work, but 
during 1939-1945 chemotherapy increased the margin of 
safety, since operation other than primary procedures could 
safely be deferred for a few days till the patient reached 
a well-equipped centre. The surgery of peripheral nerves 
is still a deliberate procedure: recent knowledge now bases 
it more soundly on the physiological principles involved 
in partial and complete injuries of nerves. General surgery 
also owes a debt to the contribution of orthopedic surgeons. 
The need was sadly demonstrated in the 1914-1918 war, 
when immobilization was often not attained in fractures 
of the femur until the Thomas splint was used as a routine. 
The lesson of immobilization of the femur was soon learnt 
in 1941, though the problem of the humerus was less easily 
solved. The insistence on function and the growth of 
physiotherapy and occupational therapy as_ specialized 
branches of medical and surgical treatment have been 
stimulated by the mass experiences of two wars. Amputa- 
tions were early based on sound principles in 1940, and the 
forethought of service directors who sent a representative 
team of orthopedic surgeons overseas to report on amputa- 
tions and prostheses should confer benefit on the whole 


community. Dental surgery, unrecognized at the outbreak 
of war in 1914, has not only contributed to the dental 
fitness of tens of thousands of service men and women, 
but has made technical advances in its own field and 
made its work indispensable in facio-maxillary and other 
special branches of surgery. Anesthesia also made some 
advances during the 1939-1945 war. Some of its special 
features were emerging in 1914. The work of Embley and 
others in Australia was placing it on a scientific basis. 
Its teachings were spread over a large number of medical 
men and women, who in turn give better service to sur- 
geons and those who come under their care. The most 
outstanding practical advance has been the demonstration 
of the value of intravenous anesthesia not only in combat 
surgery, but also in daily civil work. The value of the 
administration of morphine by the intravenous route has 
also been shown. 


Blood transfusion, firmly based in 1914-1918, was much 
more widely used in 1939-1945. The preliminary blood 
grouping of all service men introduced by Major-General 
R. M. Downes, Director-General of Medical Services of the 
army, was of highest importance. The amount of blood used 
increased greatly also, much to the benefit of patients, and 
vast quantities of blood were prepared and often trans- 
ported long distances by air. This was made possible by 
the public spirit of a great body of blood donors; it is 
regrettable that memories are so short today. Indeed 
“resuscitation” has come to mean the administration of 
blood, serum or plasma, without detracting from the value 
of rest, relief of pain and warmth. Warmth, so necessary 
in the bitter winters of the Western Front, has been found 
to call for caution under different conditions. An important 
decision made in Australia was to use serum instead of 
plasma, and a valuable discovery was made when it was 
found that serum could safely be kept at room temperature 
over long periods. The experience gained from war work 
has stimulated much useful hematological research in 
Australia, particularly in the knowledge of the rare blood 
groups. 

Turning to medical diseases as a cause of military 
casualties, we find that the most important was malaria, 
which, in spite of scientific advances, is still of world sig- 
nificance as a destroyer. In 1918, in the Jordan Valley, 
malaria might have imperilled the success of Allenby’s 
campaign had it not been for the possibility of adjusting 
the movements of troops to its incubation period. In Syria 
in 1941 malaria might have endangered operations had 
they extended into the late summer. Again, in Milne Bay 
in 1942-1943 many of the Australian troops had not been 
long in New Guinea, and the epidemic which swept this 
area after the repulse of the Japanese might have stolen 
the victory had the timing of events been less fortunate. 
Experiences in malaria control in tropical areas should 
be of great value. Though careful organization struck at 
all stages of the vector mosquito and attacked the parasite 
in every vulnerable phase, malaria remained to the last 
a treacherous enemy, capable of putting out of action more 
men than the Japanese. Nevertheless, difficult campaigns 
were fought in hyperendemic areas, and most of the break- 
downs were due to lapses in suppressive routines. Of all 
preventive methods drug suppression was the most effec- 
tive, and “Atebrin” more than successfully replaced quinine. 
While adequate blood levels were maintained, latent infec- 
tion could be prevented from becoming overt. On one 
occasion in 1945 a local strain of parasite was found 
resistant to “Atebrin’, a phenomenon which still causes 
worry with other drugs in other parts of the world. 

The practical degree of control of malaria attained in 
the later years of the Pacific war was largely due to the 
firm scientific background provided by the establishment 
of a Research Unit at Cairns under the direction of 
Brigadier Sir Neil Hamilton Fairley. Exact and controlled 
experiment established the effective suppressive dose of 
“Atebrin” and proved that this dose taken regularly cured 
malignant tertian malaria and was less toxic than quinine. 
Valuable work done on the life cycles of Plasmodium vivar 
and Plasmodium falciparum has stimulated post-war studies 
in which links hitherto missing in the cycle of these para- 
sites have been demonstrated. 
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Pharmacological research in England and the United 
States of America has also given us new drugs, including 
the English “Paludrine”’, now called ‘“Proguanil”, and 
valuable insect repellents. Some of these repellents were 
known before the war, but necessity was the spur which 
brought them into use. The attack on the mosquito cycle 
with DDT, particularly by use of a spray from the air, has 
proved a valuable adjunct to prevention. It is not irrelevant 
here to refer to the most important part played by scientific 
‘medical research in the 1939-1945 war. Valuable work was 
done in Australia, particularly in the application of scien- 
tific method to production of drugs, such as sulphonamides 
and penicillin. 

Further advances have been made in the prevention of 
other infectious diseases. Typhus fever, always present 
in some form in great wars, was known to be endemic in 
the mite-borne type in Queensland and the islands to the 
north. It. was intensively studied through the war years, 
and valuable prophylactic work was done by McCulloch 
and others on mite control by dibutyl phthalate. Another 
mosquito vector of dengue was discovered in New Guinea, 
and if use could be made of present knowledge of this 
disease of high “nuisance value”, its incidence could be 
reduced in affected areas. 


Dysentery is another disease of great importance in two 
wars. The ravages of dysentery on Gallipoli are a by- 
word. The mortality rate from all kinds of dysentery in 
1914-1918 was not high, 0-°95%, compared with 0:08% in 
1939-1945, but morbidity was higher and sequele were more 
common. Diagnosis and prognosis now rest on a surer 
scientific basis of bacteriology and immunology, and the 
extended use of sigmoidoscopy as a clinical method has 
assured more accurate observation and simplified the recog- 
nition of ameebic infection. 


The greatest advance was the introduction of the specific 
drug sulphaguanidine, first used in a military force by the 
Australian medical services in the Middle East. The prompt 
use of this drug, especially in severe infections, reduced 
mortality and morbidity, and to its use is no doubt due 
the freedom from colonic sequele which has characterized 
the treatment of bacillary dysentery in the Second Aus- 
tralian Imperial Force. Sequele when seen are now usually 
due to amebic infection or to visceral neurosis. Sulpha- 
guanidine, hastily gathered from the mainland in 1942 and 
sent to forward posts on the Kokoda trail, stayed an 
epidemic and stopped a wastage of men which imperilled 
the success of the action against the Japanese. Dysentery 
and other bowel-borne diseases, such as the salmonelloses 
and infective hepatitis, on which valuable war-time work 
was done, are disturbers of health in civil communities 
and offer promising fields of investigation and prevention. 


Infections spread from the respiratory passages were 
of considerable importance in both wars. Cerebro-spinal 
meningitis, remembered with dread from 1914-1918, no 
longer caused a devastatingly high mortality; a rate of 
less than 7% was achieved in the forces in 1939-1945, though 
the civilian rate was higher, owing largely to the inclusion 
of higher and lower age groups. These results followed 
the use of sulphonamides, and later penicillin. Prophy- 
lactic measures were also laid down, and by correct hygiene 
in sleeping quarters and prompt isolation of suspects and 
immediate contacts spread could be checked. It is inter- 
esting that in 1939 Meehan and Merrilees first described 
the successfu’ “blanket” treatment with sulphapyridine 
of the inmates of a foundlings’ hospital. The civilian 
lesson of this disease is that treatment must be regarded 
as an urgent necessity. 


Pneumonia was not infrequently met with during the 
first World War, but subsequent work on pneumococcal 
types, the “atypical” virus pneumonia and influenza has 
made comparison of outbreaks difficult. The ready response 
of pneumococcal infections to sulphonamides and penicillin 
was not seen in the “atypical” variety, which, though prob- 
ably more common than was realized, did not present a 
serious problem. 

Influenza provided a post-war tragedy in the period fol- 
lowing 1918, when a huge pandemic startled the world and 
killed its thousands. Another pandemic was expected 


during 1939-1945, but failed to appear, though localized 
epidemics were recognized in the southern States of Aus- 
tralia. Burnet’s work showed that a rise of virus anti- 
bodies followed in volunteers immunized with a preparation 
of the virus, but no opportunity occurred to make a full 
field test of the value of this as a prophylactic measure. 


Tuberculosis has been greatly reduced in its incidence 
in the services by routine radiography of the chest. The 
vast future importance of similar surveys in the civil 
community is obvious. 


Venereal diseases need special mention. The outlook of 
medical administrators has fortunately become more lenient 
since 1918, and harsh disciplinary measures, still persisting 
in a few places in 1940, disappeared. Outstanding features 
of the 1939-1945 experience have been the large number of 
men who exposed themselves to risk .of infection; the 
inevitable increase in the use of prophylactic methods, 
applied in the atmosphere of a clinic; the revolution 
brought about by sulphonamides in the treatment of gonor- 
rhea; the appearance of sulphonamide-fast strains; the 
rising frequency of non-specific urethritis, illogically not 
always classed as a venereal disease; and finally the use 
of penicillin for gonorrhea and syphilis. Time no doubt 
still has chapters to add to this story. The real problem 
emerges as a social and moral one; it is a civilian challenge. 


War in the tropics raised many dermatological problems. 
Among them were “tropical” or “desert” sores, familiar 
to the First Australian Imperial Force in the Middle East, 
and destructive even to life and limb among the prisoners 
of the Japanese. Allergic forms of dermatitis were com- 
mon; and for a time controversy was stirred over chrome 
dyes then used for khaki uniforms. Valuable work on the 
dyshidroses by O’Brien and others has stressed the impor- 
tance of environmental conditions. Lesions of the skin 
accounted for even more disability than was expected, 
especially in the tropics, where protective clothing was 
worn to limit the risk of malaria. As the malarial rate 
fell, the rate for skin diseases showed an absolute and 
relative increase, and the threatened loss of manpower from 
skin diseases in the army was so great in 1945 that a 
special research project was being planned when the end 
of the war came. 


Psychiatry has rightly forced a place for itself in the 
civil community, though its applications are woven through- 
out the texture of every doctor’s daily work. In the Aus- 
tralian services recognition was guarded and tardy. In 
1914-1918 insufficient notice was taken of psychological 
and psychosomatic factors. “Shell-shock’”’ was an inaccurate 
and most unfortunate label; so, too, was ‘‘disordered action 
of the heart”, and the symptomatic aspect of neuroses was 
overstressed. In 1939-1945 the escape from these false 
traditions was due not only to psychiatrists but also to the 
wider view of general physicians. Much of the psychiatric 
work was concentrated in base areas, but, as one experience 
showed in the Alamein battle, there is useful work to be 
done in more forward areas, where many medical officers 
are rather embarrassed by psychiatric casualties and do 
not know what to do with them. In the civil community 
there is much to be done, but this is not helped by the 
undue publicity given to neuroses. The psychosomatic 
aspects of certain diseases presenting organic lesions are 
being more clearly recognized. The digestive diseases 
deserve special mention; as was expected in 1939, the 
greater frequency of organic and functional dyspepsias was 
reflected in the services in the high proportions of peptic 
ulcers. 

Some brief reference must be made to the subject of 
nutrition, carefully studied in the two great wars. After 
1918 malnutrition was widespread in central Europe, and 
stimulated research teams as well as relief workers. In 
the following years the spate of work on cell metabolism, 
analysis and synthesis of food factors, and clinical mani- 
festations of food deficiencies has grown beyond the ken of 
any but the specialist. Clinically this work cannot always 
be precise, but certain clearly defined syndromes were 
described in the literature before 1939. During the war 
of 1939-1945 these conditions were seen chiefly in prisoners 
of war, in particular those who were captives of the 
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Japanese. Medical officers, among whom many Australians 
were preeminent, wrote and preserved, often at consider- 
able risk, records of their observations and results. Many 
deaths were due to deficiency diseases and permanent 
sequele have been observed in some, such as “deficiency 
amblyopia”. It may be said here that in captivity Aus- 
tralian medical officers have earned distinction in two 
wars, and particularly in the eastern theatres of war have 
maintained the highest traditions of their calling. 


In conclusion it is fitting to refer to the effects of war’s 
impact on the organization and coordination of the medical 
profession. It is necessary to train medical men for pur- 
poses of defence, for without’medical services no defence 
force could survive for long. In both world wars a great 
deal was owed to the handful of “regular” medical officers, 
who planned ahead, and the band of enthusiasts who 
formed trained medical nuclei in the services. Their 
example should be followed. One of the lessons of the 1914- 
1918 war was the need for greater cohesion and coordina- 
tion of the three armed forces in the interests of united 
policy. There was a movement towards amalgamation of the 
medical services, but this lost its way and never attained 
its original objective. There are still those who believe 
that an overall coordination at high level may yet be 
achieved. Much more was done during the last war to 
coordinate the employment of medical practitioners and 
the supply and distribution of medical equipment. Many 
can recall with disappointment the lack of united effort in 
these directions in 1914-1918. During the period between 
the wars a leaven was working and a well-matured plan 
for the coordination of ‘medical personnel” was well under 
way in 1938. The ready compliance by practically all 
doctors with the decision of the coordination committees 
and their voluntary acceptance of the principle of con- 
scription before any other section of the community were 
a great contribution to the national effort. A feature of 
the coordination of medical practitioners was the work 
done by women. Organization of the women medical 
graduates produced many part-time workers, and many 
more who gave full-time commissioned service in general 
and special spheres. Medical equipment was also handled 


by an efficient system of control under a special committee, 
whose work under the late Sir Alan Newton brought 
together government departments, business firms, scientific 
workers and medical practitioners to work harmoniously 
to produce, often from sources never previously tapped, a 
great reserve of essential material. In these matters and 
many others of deep concern to the civil community the 
Commonwealth Department of Health played an important 
part. 

Finally the growing recognition of the need for rehabili- 
tation of those diverted by illness or national work from 
their wonted activities found ample expression in Australia, 
and in this doctors helped considerably. In return they 
themselves received opportunities for post-graduate study, 
a growing educational force in this country, and largely 
through the efforts of Major-General S. R. Burston, Director- 
General of Medical Services of the army, a series of fellow- 
ships financed by various foundations enabled many of 
them to undertake special study overseas. The com- 
munity will feel the benefit of this wise and generous 
measure. 

So we of the medical profession stand today in a com- 
munity buffeted by two great wars and their aftermath, 
and as we look ahead to the turbulent dawn of a new day 
of time we ask ourselves whither our organized group is 
going. In peace is our progress to be influenced more by 
sociological teachings or by scientific medicine? And in 
war is military medicine to become more military or more 
medical? Whatever the path we tread, it must be forward; 
we must follow the spirit of investigation and discovery 
where it leads, but we must use its gifts as benefits to man, 
not as destroying agents. If war comes, we must preserve 
those high international standards of humanity which 
alleviate its sufferings. Minerva, who, according to legend, 
sprang full-armed from the brain of Jupiter, was pro- 
tectress of men at war for righteous cause, and sponsor of 
the arts, including that of the physician. From the anthro- 
pomorphic beliefs of the pre-Christian era we have travelled 
far in knowledge, though not in wisdom; yet for the egis 
of Minerva we have exchanged the cross, symbol of 
sacrifice. 


DEVELOPMENTS IN UNDERGRADUATE MEDICAL EDUCATION IN AUSTRALIA 


By Haro_p R. Dew, 
Bosch Professor of Surgery and Dean of the Faculty of Medicine, University of Sydney. 


The Early Period. 


THE founders of the medical schools of Melbourne, 
Sydney and Adelaide built on very sound foundations, and 
in the early part of this century all three schools were 
active and developing steadily. They realized the import- 
ance of associating medical education with a university. 
This has long been the case with the best schools in 
America, but it is only within the last few years that all 
the English medical schools have followed suit. This 
need for close association with a university was based 
upon the belief, which is now held by all authorities on 
the subject, that for the correct training of an enlightened 
and progressive medical profession, there must be a rela- 
tively high standard of general education, in this case the 
university matriculation, a preliminary year of the basic 
sciences at the university, a period of about two years 
training in the pre-clinical subjects of anatomy and 
physiology, and a period of vocational training in the 
clinical and allied subjects, 


It was early realized that progress in medicine was 
dependent upon advances in the ancillary sciences, that 
medical education required not only a purely vocational 
attack, but that it was also necessary to produce men who 
were equipped to learn from their own and other’s experi- 
ence, and who could keep abreast of progress—this being 
dependent upon their having a scientific training and 
outlook. 


In the early years of the century the number of students 
attending the Australian schools was relatively small, there 
were few scholarships available and no State aid for worthy 
students, so that the number who could afford to take 
the long and relatively expensive course were easily 
handled. There were only a few full-time university 
departments, but the standard of instruction was well 
maintained and, owing to the small classes, undergraduates 
came under the personal influence of men who often had 
a world reputation in their particular field and they 
benefited greatly by this close association. The university 
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chairs were these of anatomy, physiology and pathology, 
the subjects of biochemistry, pharmacology and bacteri- 
ology not being regarded as large enough to warrant full 
chairs, while 10 suggestion of full-time chairs in the 
clinical sub‘ects could be entertained because of lack of 
funds and facilities, although the example of other 
countries was there. At this time most of the holders of 
professorial chairs were graduates of overseas universities 
and it was not until much later that chairs became 
occupied by Australian graduates. 


The attached hospitals were under minimal university 
influence, and honorary medical officers carried out entirely 
vocational training, by means of bedside instruction to 
small groups. Some of these honorary medical Officers 
were ill-equipped to act as teachers of these important 
subjects, but in the main the same lines which had been 
well established in Great Britain were followed, and 
although the training was uneven the end result was 
satisfactory. The course was of five years and was 
adapted largely for the production of general practitioners, 
who were in constant demand in the country areas. 
Looking back on those days we must remember that 
medical science was in its infancy. The use of radio- 
graphy as a diagnostic method was quite new, there were 
only small diagnostic laboratories and few specific drugs, 
while special techniques, such as _ electrocardiography, 
basal metabolic estimations et cetera, and the numerous 
special departments of medicine and surgery,.had_ not 
yet emerged. The remarkable advances of the next few 
decades could not be foreseen and the students’ clinical 
instruction was mainly confined to medicine, surgery, 
obstetrics, and a short course in pediatrits. They were 
not faced with the complex diagnostic methods and the 
special techniques which are part of modern medicine 
today. Unlike what happens at the present time, it was 
not the almost universal practice of new graduates to take 
an extra year as a resident medical officer; quite a number 
proceeded directly into private practice. The products of 
the schools in these times were, even judged by modern 
standards, well trained in the fundamentals of medical 
science as then known; many of them proved themselves 
in competition with the graduates of older schools abroad, 
they satisfied all the requirements of a progressive medical 
profession in this country and many successful prac- 
titioners of today graduated during this period. They 
proved by the manner in which they were able to adapt 
themselves and keep pace with the advances of scientific 
medicine that they had acquired the correct background 
during their training. The world war of 1914-1918 was 
followed by a rapid change. Not only were there great 
advances in medical science, but many of our keenest 
young graduates when abroad came into contact with 
other methods of medical education, profited greatly by 
this and returned to Australia with many new ideas and 
with a new enthusiasm. During the twenties, not only 
was science on the march, but the population was increas- 
ing and there was a spirit of enterprise and reform in 
the country. The universities now found that new chairs 
were necessary in such subjects as biochemistry, bacteri- 
ology and obstetrics, an indication of the new develop- 
ments. The great increase in medical knowledge, and the 
gradual rise of new specialties to keep pace with this 
meant that the medical course had to be extended to six 
years and the curriculum altered to suit. The curriculum 
was based largely upon the requirements of the General 
Medical Council of Great Britain for reasons of reciprocity, 
but in Australia special emphasis has always been placed 
on obstetrics, pediatrics and preventive medicine and in 
more ways than one the curriculum has kept well ahead 
of the Council’s requirements. During this period the 
faculties of medicine had to keep their organization flexible 
and make arrangements for the new subiects of pharma- 
cology, biochemistry and bacteriology. All of these were in 
the forefront of medicine and advanced so rapidly that 
increasing emphasis had to be given them. There was, too, 
a greatly increased emphasis laid on research activities in 
the schools, an indication of the importance being given to 
scientific training and scientific method in medicine. At 
the same time there were extensions to departments 


within the universities, new laboratories, new research 
institutes and new buildings within the teaching hospitals 
and an all-round increase of all types of both under- 
graduate and graduate activities. In the teaching hospitals 
changes also took place, scientific methods were more and 
more adapted to medicine and this was gradually reflected 
in the teaching. The clinical teaching in the associated 
teaching hospitals was in the hands of part-time tutors 
and honorary medical officers, an increasing number being 
keen graduates of our own schools. These brought new 
methods and a new competence to clinical teaching. It 
was still almost entirely vocational, being based on the 
requirements of general practice, was carried out by 
means of small bedside groups and was maintained at a 
high level. There was, it is true, some lack of coordina- 
tion, some overlapping, some imbalance between subjects 
and some inequality in the calibre of the teachers, but in 
spite of these defects this purely vocational side developed 


rapidly. 


The Modern Period. 


The science of medicine made even greater strides in 
the thirties and forties and in spite of the difficulties 
imposed by having to carry on during a depression and 
the second world war, and despite a very heavy load due 
to the post-war increase of students, the schools, which 
with the foundation of the University of Queensland 
Medical School in 1936 had been increased to four, per- 
formed their task well. They had constantly to adjust 
time-tables, deal with the demands made by each head of 
the various growing subjects, who naturally believed that 
his subject was the most important, and allocate the time 
available for each section. Regular, meetings of the curri- 


‘culum subcommittees were held to bring about this 


coordination and to see that the requirements of the 
General Medical Council were always met. In this con- 
nexion it can be stated that in many ways the curricula 
of the Australian medical schools have maintained their 
requirements in excess of those laid down by this Council. 
This is particularly true of the requirements as regards 
obstetrics, gynecology, pediatrics, psychiatry and public 
health medicine. The curriculum has always been based 
upon the assumption that all students should be educated 
along university lines, all in the same manner as regards 
compulsory courses, that no choice should be given during 
undergraduate days and that an approved scientific educa- 
tion was an essential background. Not only is the curri- 
culum under constant review in all schools, but the 
faculties which are largely constituted from those who 
have spent their lives in medical education are in con- 
stant touch through meetings of the various deans of 
faculties. These meetings have proved of value in order 
to arrange for equality of standards, new developments in 
education, matters of policy and questions of reciprocity 
and registration. During this period there has been some 
change in the type of student entering the course, while 
owing to the return of students from the war the numbers 
have greatly increased, particularly in the Sydney school. 
Many more exhibitions are available, State grants and 
assistance to returned soldiers have made it possible for 
many more students to take the long course, so that the 
students represent a more accurate cross-section of the 
community than ever before. One cannot fail to observe, 
however, that six years of contact with their fellows, 
close association with a large number of honorary medical 
officers, who represent the leaders of the profession, and 
experience in handling sick patients in hospital, mould 
these young people up to a very even standard at 
graduation. 

The strengthening of the university medical schools was 
a feature of this period, again in conformity with the 
well-established policy that the way to make a good doctor 
is to educate him first and then train him to teach himself. 
Many new facilities were provided during this period both 
in universities and teaching hospitals. In Melbourne the 
Walter and Eliza Hall Institute of Medical Research had 
been established at the Melbourne Hospital, a new depart- 
ment of anatomy was built and the Baker Institute at the 
Alfred Hospital was established during the twenties, In 
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Sydney the Rockefeller Foundation, influenced by the fact 
that full-time clinical chairs in medicine and surgery were 
being established in 1929 along the lines which they 
regarded as essential for progress, generously donated a 
new medical school for the clinical and other subjects, the 
building being completed in 1934. In addition, the 
Kanematsu Research Institute at Sydney Hospital was 
established and plans were adopted for the extension of 
buildings at the main teaching hospitals. In 1949 
Adelaide, which already had an Institute of Medical and 
Veterinary Science associated with its main teaching 
hospital, followed suit with a new medical building. In 
addition, many new 
university chairs were 
established, particu- 
larly in Sydney, where 
there are now 14 full- 
time chairs in the 
Faculty of Medicine. 
Since 1928 there have 
been established in 
this school full-time 
chairs in _ histology 
and embryology, bio- 


chemistry, pharma- 
cology, child health, 
preventive medicine, 
tropical medicine, 
psychiatry, medicine 


and surgery, in addi- 
tion to the already 
established chairs, and 
it is an interesting com- 
ment on the develop- 
ment of our medical 
schools to note that 
the majority of the 
professors of these 
subjects are graduates 
of Australian schools 
of medicine. 


In 1936 the new 
medical school at Bris- 
bane was inaugurated 
following the lines 
which had been so 
successful in the three 
senior schools, and in 
the forties this school 
graduated its first doc- 
tors. A similar develop- 
ment is planned for 
Perth. During’ the 
whole of this period 
the universities have 
based their policy on 
the principle that since 
medical science has 
become more scientific, ‘ 
it is surely advisable that all students should receive an 
adequate introduction to science itself. For this reason 
first-year medicine, with training in physics, chemistry, 
zoology and botany, has been maintained at a high 
academic level—not because these subjects as taught have 
necessarily much to do with medical practice, but because 
here students are exposed to the story of science and its 
methods and outlook with the expectation that they will 
maintain a scientific attitude all their lives. Physics is 
a particularly valuable subject which gives students a 
background training in scientific method, teaches them 
accurate observation, how to view facts dispassionately, 
and how to make logical deductions. No subject is a 
better training for such an applied science as clinical 
medicine; where the same methods should come in time to 
be used automatically. Zoology, which gives the student 
an understanding of the cell, the gene, biological functional 
adjustments and interrelationship between the various 
forms of life, is not only applied later but is a part of 
every medical man’s education. 
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The importance of chemistry, particularly organic 
chemistry, in relationship to the chemistry of life is 
clear, and since biochemistry is at present in the fore- 
front of medicine the importance of this subject is obvious. 

A training such as the above can be given only at a 
university where there is the right atmosphere, with the 
closest association with allied scientific departments, 
adequate equipment and a supply of skilled teachers. It 
is very easy to criticize the fact that a year is spent in 
these science subjects, but all experts in medical education 
are agreed that if medical men are to profit by future 
advances in medicine, they must have this type of basic 
training. Even if these 
subjects are taught at 
what may appear to 
be a_ detached, un- 
related and academic 
level, students do re- 
ceive a correct basic 
training, and much 
more of this training 
sticks than is usually 
believed, and there is 
nothing that can re- 
place it. 

Our medical schools 
have always laid great 
emphasis on the pre- 
clinical subjects and 
our departments of 
anatomy, physiology 
and pathology have 
made names for them- 
selves, but now bio- 
chemistry, pharmaco- 
logy and bacteriology 
have become just as 
important for the 
understanding of dis- 
ease processes. In all 
these departments the 
students come under 
the stimulating influ- 
ence of teachers who 
are themselves carry- 
ing on investigations. 
Physiology is one of 
the best subjects for 
the study of the ex- 
perimental method as 
applied to biological 
phenomena, inculcates 
accuracy of observa- 
tion and teaches the 
art of experimental 
analysis. 

Chairs of biochemis- 
try have been founded 
in all schools and this 
subject is of particular importance as a great deal of the 
future development of medicine will centre around it. 


Pharmacology, with its emphasis on the action of drugs, 
is an actively growing subject, particularly in the great 
field opened up by advances in synthetic chemistry. The 
establishment of full-time lecturers in some schools and 
of a full-time chair in Sydney is an indication of its 
growing influence, and as with biochemistry many of the 
future advances in medicine will come from work in this 
field. 

The importance of sound training in pathology and 
bacteriology, where the student gets his first real glimpse 
of the activity of organisms and the reactions of the body 
to them and to disease, is obvious. The amount of time 
spent in the pre-clinical subjects has often been criticized, 
but the faculties of medicine do not regard medical educa- 
tion as purely vocational; if it remains as such we will 
fail to develop a progressive medical profession in this 
country. As a matter of fact, even the average student 
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—in the case of a good student there is no doubt—probably 
retains much more basic knowledge of these subjects than 
most people believe. There is little doubt that much of 
our young graduates’ success when in competition with 
those from abroad is largely due to the fact that they had 
a sound training in these fundamental subjects and could 
successfully fall back on general principles. The clinical 
training in all schools follows British standard practice, 
emphasis being laid on the tutorial system of bedside 
instruction to as small groups as possible, didactic lectures 
being kept to a minimum. This has necessarily been 
modified from time to time, particularly when large 
numbers of students have to be trained. The teaching is 
carried out mainly by honorary medical officers, some of 
whom act as part-time university officers, elthough in 
Sydney and Brisbane the establishment of university 
chairs of medicine and surgery has introduced another 
method. This teaching, with close contact of teacher and 
students, in the out-patient departments, wards, or special 
clinics, has proved itself both in this country and in 
Great Britain, and although there are some deficiencies 
in the system, particularly because of some overlapping 
and lack of coordination, it still remains the essential 
core of vocational training. It is obvious that the content 
of medical science is so huge that there is no possibility of 
covering it all, and in most schools emphasis is particularly 
laid on principles, methods of examination, diagnostic 
procedures, and on training the student to use his scien- 
tific background. Another principle which is followed is 
to regard the special branches of medicine and surgery as 
part of the general medical tree, instruction in them being 
limited to the basic requirements of general practice, 
fuller work being left for post-graduate studies. During 
this period, undergraduate instruction is also given in 
forensic medicine, preventive medicine, psychiatry and 
obstetrics, and in some schools full-time university chairs 
are founded in most of these subjects. A new advance in 
Sydney has been the establishment of a chair of child 
health by the Commonwealth Government and it is 
expected that this will mark a new step in the develop- 
ment of this important subject. The control of many of 
these new departments by full-time university officers has 
led to much better organization, more practical work, the 
use of special visual methods in education and better 
correlation between departments. In spite of the rival 
claims of different subjects, a much better balanced course 
of instruction has been arranged. The number of didactic 
lectures, useful though they may be, has been curtailed, 
and although some schools are very overcrowded the 
tutorial system has not been given up. In Sydney these 
difficulties have largely been minimized, for the time being 
at least, by opening up more clinical schools. The institu- 
tion of student supervisors at the main teaching hospitals 
has done much to coordinate the students’ time-tables and 
to ensure that the content of the instruction conforms to 
faculty requirements. Attempts are made in some uni- 
versities to encourage selected students to study the funda- 
‘mental subjects more seriously, and arrangements are 
possible in most of the schools for students who has passed 
the third-year subjects at an approved standard to take 
a year’s honours course in anatomy, physiology or bio- 
chemistry and so proceed to the B.Sc. This arrangement 
has worked very well; these students have profited greatly 
and have brought to their later professional work a new 
attitude of mind. A recent innovation in Sydney and 
Adelaide is the establishment of a new degree, B.Sc. 
(Medicine), which is also available to fourth-year students, 
who may take the subjects of pathology, bacteriology or 
pharmacology for their special year’s work under expert 
supervision. In this year they learn how to set out a 
problem, how to attack it experimentally with adequate 
controls, to make accurate records and to assess the 
value of their findings logically; in fact, they learn scien- 
tific method under guidance. There are also a number of 
special student scholarships available in Sydney for these 
groups of honours students, and already some of the most 
promising students of these years are taking these. It is 
hoped that more and.more honours type students will be 
influenced to take a year out of their course for the 
special study of medical science in one or other of these 


particular fields. Another experiment undertaken in 
Sydney has been to institute a special voluntary course 
of lectures on research problems, which are given by 
various research workers in the various departments and 
which bring before the fifth-year students at their most 
impressionable period the story of some research problems 
and the method of attack upon them. Another change for 
the better in all the schools has been that about 95% of 
all new graduates serve for at least a year as resident 
medical officer in a hospital. This, of course, not only is 
advisable, but, although it has not been implemented fully, 
is laid down by the registration laws of two States; 
it is of great importance because of the impossibility of 
covering the whole field of medicine during undergraduate 
days. No phase of medical education is so important. 
They can learn the special techniques in no other way; 
they learn to assume responsibility under expert guidance 
and it is the only way in which the public can be fully 
protected. 

The average calibre of all university departments in our 
medical schools is good; although there may be few out- 
standing ones as judged by world standards, there are few 
weak ones. There are, of course, some things which can 
be criticized in the schools as they exist today. There is 
great crowding in some of them, there is a dearth of 
skilled teachers, there is variability in the calibre of the 
teaching, there is some imbalance in the time allocation 
to subjects and there is a very full curriculum to cover. 
Sometimes there is a tendency to lay too much emphasis 
upon facts rather than on the scientific aspect of medicine. 
The real proof, however, lies in the end product and there 
is no doubt that, judging by their achievements in war 
and in comparison with graduates abroad, a good average 


- product is emerging from our schools. 


The Future. 


The Australian medical schools have fulfilled their 
function as producers of a fairly high average graduate 
and no doubt even under the existing conditions would 
continue to serve our needs, but the country expects that 
we should do better than that. We must be prepared for 
just as many advances in the next fifty years as in the 
last for medicine is not static. Unless our medical schools 
are kept abreast of all scientific developments in medicine, 
our standards must fall, and we shall not be able to main- 
tain in this country a progressive medical profession. We 
have not, speaking generally, made the contributions to 
medical science that we should, the main body of the pro- 
fession has not developed a proper appreciation of our debt 
to the experimental method, an incentive towards research 
has not been maintained, and if we are not to be content 
to beg, borrow or steal the ideas of workers abroad, our 
medical education must be organized along the lines which 
have proved to be so efficient elsewhere. Those heads of 
departments who have spent their lives in the study of 
medical education are all concerned about the future; they 
are not complacent and know that more financial support, 
more teachers trained in scientific medicine, better facili- 
ties both for teaching and research and, above all, helpful 
cooperation by all concerned with medical education, are 
essential. Unless the methods of science are brought to 
clinical medicine, the medical schools of Australia will in 
the main remain merely mediocre vocational schools. 


Medicine has its roots in humanistic and scientific soil; 
it is more than a mere vocation. The public demands from 
a doctor not only that he should be competent in his 
applied science, but that he should also be a man of wide 
interests and sympathetic outlook. It also desires that 
medical activities in Australia should progress and play 
their part alongside overseas medical schools. It is, there- 
fore, essential that medicine shall remain very closely 
associated with the universities. It is the special function 
of universities to turn out graduates who can determine a 
problem, discover facts, discuss evidence dispassionately, 
come to a logical conclusion and be precise in expression. 
It would be a sorry day both for the ancient profession of 
medicine and for the university if the two should ever 
become separated. In a university, the faculty of medicine 
comes into intimate contact with all other faculties, is 
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organized along academic lines and is under the close 
scrutiny of other faculties so that it must maintain true 
university standards. The faculty not only controls the 
work of the various departments, but knits together the 
departments and all those who are conducting teaching 
and research and links the preclinical with the junior and 
senior members of the profession. 

One of the biggest problems in our medical schools is to 
obtain medical graduates as full-time teachers in all sub- 
jects, a matter of fundamental importance for the future of 
medical education. Brilliant young graduates there are in 


vision of full-time experts. It has been shown over and 
over again that progress in medicine depends on funda- 
mental research, research that originally may have had 
no obvious application, but time and again such work has 
opened new doors, permitting a new approach to apparently 
insoluble problems. In university departments no cOmpul- 
sion is put upon the worker to solve any particular problem; 
he can choose the problem in which knowledge‘gained will 
be of value in throwing light on any baffling phenomena. 
As is well known, the universities have played the major 
part in finding answers to fundamental problems. 


University of Queensland Medical School. 


good number, but they are not being attracted to these 
posts for two main reasons. The salaries offered are not 
comparable with the income that can be derived from prac- 
tice, and the facilities offered to enable them to carry out 
the work that may interest them are inadequate. Some 
of them are quite prepared to sacrifice some income because 
they belong to that select band of people who have an urge 
to investigate problems and add to the store of knowledge, 
but it is unjust to expect them to make a financial sacrifice 
and at the same time deny them adequate help and facili- 
ties. The importance of the provision of adequate research 
facilities in all departments cannot be over-emphasized. 
It is in university departments alone that fundamental 
research can be carried out under the control and super- 


In medical research there are many diseases in which 
a direct approach comes up against a brick wall as it were. 
It is highly probable that an indirect attack through the 
study of fundamental problems may save time in the end. 
This type of work must go on in university departments; 
not only is it essential for the progress of medicine, but 
departmental staffs are trained in the methods and this 
type of activity makes the best training for future research 
workers in any field. Improved staffing of all university 
departments with an increase of the staff/student ratio, 
increased laboratory accommodation, increased technical 
assistance and greatly increased annual budgets are 
necessary. A medical school which has not got in charge of 
departments first-rate men who are engaged on their own 
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selected research problems and who can influence future 
doctors, soon becomes second rate. It is essential, too, that 
the universities should play a bigger part in the control of 
the teaching of the clinical subjects. The field of medicine 
is now so large that coordination of all its branches and 
the correct balancing of one against the other can be 
obtained only by the institution of full chairs in all clinical 
subjects. Improvement in the teaching of clinical subjects 
also largely depends on the building up of a body of 
teachers who are imbued with the correct attitude to 
research, who have the correct scientific background so 


‘that they can impress students with the possibilities of 


further advances. This is important in any school and it 
is equally essential that they should themselves have under- 
taken some investigations because the procedure of science 
cannot be learnt from the grandstand. It is here that our 
medical schools have failed because it is not, as is invariably 
the case in America, and to a greatly increasing degree in 
England, a sine qua non for an appointment to a teaching 
hospital that there must be a background of experience in 
research. If this principle is established mere professional 
excellence will not be regarded as adequate, but must be 
supported by evidence of special training in experimental 
methods. At present young medical graduates, although 
facilities exist, have no real incentive to carry out medical 
research. The university departments find it difficult. to 
attract the best men because, as they often say, research 
work does not count when it comes to hospital appoint- 
ments. This is true because the control of teaching hos- 
pital appointments is not, as it should be, in the hands 
of responsible university officers, who are, from the nature 
of their appointments and work, imbued with the import- 
ance of a scientific approach to medicine. This difficulty 
does not exist equally in all Australian schools, but it 
hardly exists at all in America or Great Britain. 


With regard to the institution of clinical chairs, it is 
essential that the holders be given similar facilities for 
clinical research as exist abroad. Clinical research no 
longer consists of the mere collection of cases and the 
writing up of experience; it can be carried out only if full 
facilities are available for accurate scientific investigation. 
This sort of set-up will be brought about only by an altera- 
tion in the present relationship between university and 
teaching hospitals and by the granting to the former not 
only of special units and facilities, but of complete control 
of all appointments and of organization within them. It 
is also imperative that hospital pathological and diagnostic 
laboratories should be under university control in order 
that this aspect of medicine can be kept abreast of the 
times and play its part in the combined investigation of 
disease. The ideal organization exists in many places in 
America, and some examples can now be found in Great 
Britain. It must be emphasized that teaching, research 
and the care of patients should be the responsibility of a 
single departmental organization, headed by a single indi- 
vidual if we are to have real progress. This would make 
the main teaching hospitals true university hospitals. It 
would need a complete reorientation of university and hos- 
pital policy and would have to fit in with the existing 
honorary system. This can, of course, be arranged quite 
easily, provided there is full cooperation and an acceptance 
of the fact that we must maintain medical education at a 
high level. The best American medical schools have shown 
that this is the only way in which to develop scientific 
medicine, the Rockefeller Foundation insists that it is 
essential for their support; the lesson has at last been 
learnt in England, and if we in Australia do not follow 
suit our contribution to clinical science will remain trivial 
and this will ultimately be reflected in the standard of 
our profession. 


THE DEVELOPMENT OF AUSTRALIAN HOSPITALS IN THE LAST FIFTY YEARS 


By ARTHUR E. Brown, 


Colac, Victoria. 


The Changing Function of Hospitals. 


AtrHovucH our national history is relatively short, and 
the historical term of our hospitals is also short when com- 
pared with the venerable age of some of the hospitals of the 
Old World, none the less we did not start at a very great 
disadvantage beside them. If the original Sydney and Mel- 
bourne Hospitals differed in few respects from boarding 
houses, so in fact did most of the hospitals in the world at 
that time. The majority of the changes which strike the 
observer, looking back along the years, and which form the 
basis of the hospital problem of our day, actually fall 
nearly within the bounds of the last fifty years which we 
now celebrate. At the turn of the century it was recognized, 
certainly, that the major hospitals, the teaching hospitals 
in particular, had other important functions than those of 
providing skilled care and board and lodging for the desti- 
tute sick. Their duty of training doctors and nurses was 
well established, and it was also well known that from 
them must arise the greatest advances in technical skill 
and scientific observation. None the less they remained as 
they had started, purely local charities. They owed their 
origin to the charitable impulses of local people. They 
came to birth only when these charitable impulses were 
strong enough to bring them into being. And they depended 
for their daily existence on such money as the local people 


chose to give for them. Their essence was simplicity. A 
sick person needed a bed to lie in, a nurse to look after his 
personal needs, a kitchen to cook his meals, and that was 
about all. Those who wanted more in the way of comfort 
went to private hospitals or nursing homes which offered 
no more than these essentials, but decorated them in a 
manner calculated to attract the custom of sick people 
possessed of means. No one who could afford to pay for 
private accommodation would have dreamed of seeking 
admission to a public hospital, and he would not have been 
granted it if he had. In the last fifty years, however, the 
position has changed radically. Medical science developed 
new techniques which required new equipment, and this 
equipment was expensive. The owners of the private 
hospitals were not prepared to invest money in these 
things, which were therefore concentrated in the public 
hospitals. There was thus created a great distinction 
between the smaller, more comfortable private hospitals 
and the barrack-like, but incomparably more efficient public 
institution. Gradually this distinction caught the eye, first 
of the doctors and then of the general public, who awoke 
to the realization that the better-off people were debarred 
from the most efficient and effective treatment. From this 
point arose a large swing of public opinion, which, like 
most major changes of opinion, had to combat a good deal 
of conservative opposition from both medical and lay 
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circles. But it prevailed, first in respect to the 
‘“not-so-poor’, sanctioning the provision of “intermediate” 
beds in public hospitals, and finally came the acceptance by 
most people of the principle that on the old “public” hos- 
pital lay the duty of providing full medical and surgical 
treatment for all classes of the community. Thus a new 
conception was born, based on new needs and new social 
circumstances, and it changed at a stroke the whole status 
of the hospitais. From being local charities, these became 
almost overnight recognized as public utilities, and among 
the greatest of the public utilities. This has been the greatest 
change in the history ; 

of hospitals, and its 
effects have been far- 
reaching. In fact, the 
full effects of the 
change have not yet 
been seen. It has 
altered the relation of 
the hospital to the 
State; it has vastly 
affected the structure 
of the hospital itself; 
and it has had, and 
is having, profound 
effects on the distribu- 
tion of the hospital 
beds available’ to the 
public. 


The Altered Relation 
of the Hospital 
to the State. 


Recognition of the 
altered status of the 
hospitals at once pro- 
duced profound effects 
on the place the hos- 
pitals occupied in the 
State’s organization. 
Groups. people, 
gathered in country or 
suburban centres, no 
longer discuss: ‘What 
can we do fox our sick 
poor?”, but demand, 
often somewhat stri- 
dently: ‘What is the 
Government going to 
do for us?” Govern- 
ments of parliamen- 
tary type are neces- 
sarily sensitive to such 
demands, which give opportunity for making friends or 
unfriends of their electors. And in any case two trends, 
both financial, would have forced them along the path 
of acquiescence whether’ they would or no. In the first 
place, the relegation of the charitable motive to a secon- 
dary place led to a change of outlook as regards giving 
money, and funds became increasingly hard to collect 
locally. And at the same time the very scientific 
discoveries and technical improvements which gave the 
hospitals increasing opportunities for service, made them 
correspondingly costly to build and to maintain. It has 
become obvious that local communities must have, not the 
hospital they can themselves pay for, but the hospital they 
need, and the State, as the sole possessor of sufficient funds, 
has gradually taken over more and more of the financial 
responsibility for the service. In Victoria, for instance, 
the Government provided in 1901, £51,000 for hospital main- 
tenance, while the local public provided £58,000. Local 
contributions of all sorts rose between 1901 and 1944 to 
£344,000 yearly, but fell in the next five years to £284,000. 
But the Government’s share rose constantly until in 1949 
it paid £1,636,000, and in the year just ended it will have 
been found to have paid approximately £3,000,000. As for 
costs of building, in 1901 only £650 was provided by the 
State which now finds it necessary to find over £1,000,000 
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annually for this purpose. The tendency needs no further 
stressing. And as a natural corollary to this, Governments 
have had to exercise an increasing watch over the spending 
of money and the efficiency of administration. This has 
not been limited entirely to the office side of the hospital. 
By direct authority or by the power of the purse, profes- 
sional matters have been affected, in the way of the appoint- 
ment of senior men as medical superintendents, and of 
organizing hospital staffs on a specialist basis. The work 
of Governments has also been constructive and creative. 
The formation of an Australia-wide Institute of Hospital 
Managers is intended 
to ensure a_ higher 
standard of adminis- 
trative efficiency, and 
attempts have been 
and are being made to 
improve the standards 
of nursing training by 
various methods. It is 
not hard to envisage 
further extensions of 
this benevolent con- 
trol. Should, for in- 
stance, the practice 
become general of in- 
sisting that medical 
graduates must spend 
a year in post-graduate 
hospital positions 
before registration, it 
would quite evidently 
fall on the _ central 
controlling body to see 
that sufficient hospital 
posts were available 
for them, and _ that 
conditions in the hos- 
pitals were such that 
the graduate would 
receive the maximum 
benefit from the time 
he spent in them. 
And a further thought 
comes unbidden to the 
mind. The States’ 
powers of raising 
money are limited, but 
those of the Common- 
wealth are not. The 
Commonwealth, by 
means of the “Hos- 
pital Benefits’, has 
already taken the first 
step into the role of financier to the State’s hospital 
systems. What further steps in Commonwealth finance 
and control will the next fifty years see? 


The Reaction of the States to the Changed Status of 
Hospitals. 


Faced with the challenge of the emergence of a new 
public utility in the shape of the hospital services, the 
various States have shown a fascinating variety of response. 
A traveller across Australia will meet all grades of State 
control, from the stark departmentalism of Western 
Australia to the paternal attitude in Victoria where the 
pleasant fiction is still fostered that the hospitals still 
belong to their “subscribers”. The various systems are 
worth a momentary glance in passing. 


. In Western Australia departmentalism is extreme. Until 
recent years, although some country hospitals were officially 
owned and managed by municipalities or local subscribers, 
the majority of them, including some selected as training 
schools in the State’s nursing service, had no intermediary 
whatever between the matron in her hospital and the 
Under-Secretary for Health and Mines in his office in Perth. 
Recently a medical officer has been appointed by the 
Department to take charge of this special work, and it is 
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reasonable to expect that further changes of a devolutionary 
nature will be seen in the future. 


Crossing the border into South Australia one finds a 
Hospitals Board established, in which there has been 
attempted the attractive experiment in coordination in that 
the Chairman of this Board is also Director-General of 
Medical Services and Chairman of the Nurses’ Board; and 
his secretary is secretary of all three bodies. The State 
owns seven hospitals and subsidizes the others, but makes 
the various municipalities concerned share in the respon- 
sibility by means of a special rate. No public appeals for 
money are made, but all hospitals are managed by local 
committees. 


formed to manage the hospitals should be composed of 
Government and municipal nominees in the same ratio, 
three Government and two municipal. It was impossible 
that this ratio of financial responsibility could survive the 
vast post-war increase in costs, and the municipalities’ 
share was first reduced to 25% and has since been aban- 
doned altogether. ' 

The Northern Territory has developed ab initio a 
completely departmental service, hospitals, doctors and 
nurses being directly under the Director-General of Health 
in Canberra. 

This variety of response is a striking illustration of the 
value of State autonomy in such matters. Although it may 
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In Tasmania the hospitals are State-owned completely, 
and financed by the Government and by fees from patients. 
Here the Minister for Health exercises a considerable 
personal influence on hospital management, although his 
duties are largely delegated to his Principal Medical Officer. 


In Victoria, management of hospital and cognate charit- 
able institutions was, until the most recent years, vested 
in a board, which with a permanent secretary and part- 
time membership, enjoyed a large measure of autonomy. 
In 1948 it was reconstituted as a Hospitals and Charities 
Commission of three full-time commissioners. Every local 
hospital] committee is an autonomous incorporated body, 
and in theory has full control over its own hospital. In 
reality, of course, the power of the purse gives the Commis- 
sion nearly as much control over its hospitals as a depart- 
ment could have. 


The position in New South Wales is very similar to that 
in Victoria, except that its Hospitals Commission is an 
independent corporate body working under its own Act. 
Its power, as in Victoria, is a very real one, but is exer- 
cised by means of its purse strings. 

Queensland again has evolved a quite different solution. 
Hospital management is a direct departmental responsi- 
bility, exercised through the Director-General of Health. 
It is, however, shared with the municipalities. The basis 
of their plan was that-the Government and the municipality 
should share the- expenses of the hospital on the scale of 
60% and 40% respectively, and that local committees 


mean that at a given moment the hospital system of one 
State may, in buildings, equipment and administration, be 
of a standard lamentably below that of its sister States, 
none the less there results from it the beneficent principle 
that the impulse for improvement must arise from within 
the State itself. Self-criticism based on comparison should 
be an essential feature of healthy unforced growth. 

Throughout these variations of organization, all of which 
equally recognize the status of hospital services as public 
utilities, there run some principles which clearly indicate 
the older status from which the hospital systems have 
emerged. The principle of control of local hospitals by 
local committees elected from and by those people in the 
community who have during the year given a certain sum 
towards their support, obtains occasionally even in so com- 
pletely departmentalized a system as that of Western 
Australia. It is strongly maintained in the two most 
populous States—Victoria and New South Wales. It is to 
be hoped it will be long in dying, for it serves a useful 
purpose, although, as the examples of Queensland and South 
Australia show, it is not of itself essential. 

Another residual principle is the system of honorary 
staffing, under which the senior members of the medical 
staff give their services free on the theory that they are 
available only to the destitute poor. Since there is now 
no bar whatever to prevent any citizen of any financial 
standing from making a claim on such honorary service, 
this would seem to be a gross anachronism. It has been 
gradually abandoned in Queensland, 
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A third thread in the same pattern is the extraordinary 
method of financing hospitals. In all the States except 


Victoria and South Australia the hospital service draws 
a large part of its revenue from lotteries or sweepstakes. 
Victoria has stoutly rejected the lottery method, but instead 
diverts a fair percentage of the takings of the totalisators 
The theory seems 


on the racecourses for hospital purposes. 


of patients is much less now than it was when the Common- 
wealth was born. Fifty years ago such space was about 
80% of the total. Today it is perhaps 35%. All the rest 
is absorbed by various “departments”. A hospital in 1900 
with 10,000 square feet of floor space would have housed 
285 patients, while today the same hospital will hold only 
142 (if it is a metropolitan teaching hospital it will hold 


The Federal Committee of the British Medical Association in Australasia, second session, Sydney, January 7, 8 and 9, 
A 


1913. From left to right: Dr. 


W. T. Hayward, South Australia 
Dr. G. H. Abbott, New South Wales (honorary secretary), 


Pockley, New South Wales, 


(chairman), Dr. : 
Mr. A. W. Green, Dr. W. N. 


Dr. R. H. Todd (assessor), 


Robertson, Queensland, Dr. F. H. Barrington (acting for New Zealand), Dr. W. W. R. Love, Queensland, Dr. Pi. 


Hone, South Australia, Dr. R. H. 


Fetherston, Victoria, Dr. 


S. Gillies (acting for New Zealand), Mr. G. A. Syme, 


Victoria. 


to be that naughty people who gamble can have some of 
their naughtiness purified away if part of the proceeds of 
their gambling is given to “charity”. It is naturally popular 
both with those who run the lotteries and with those who 
run the hospitals. But the adjective “extraordinary” will 
be seen to be not misplaced if one tries to imagine other 
public utilities, such as, say, the schools or the police, 
being dependent on such a method of finance. No one 
with a sense of tradition would wish to cut the roots which, 
springing out of the past, nourish the present. But it is 
difficult to conceive of these particular roots. remaining in 
the long distant future. 


Effects on the Structure of Hospitals. 

Greatly as the relationship to the State has been altered 
with the changing conception of a hospital’s function, the 
structure and organization of the hospitals themselves have 
altered perhaps even more. The new conception requires 
the provision of very large special departments, and the 
proportion of space allotted to the actual accommodation 


barely 100). To illustrate the growth of only one side of 
hospital construction, let us look at nursing. Not so many 
years ago it was considered necessary for proper staffing 
to have one nurse for every four patients. A hundred-bed 
hospital required 25 nurses. They were considered to be 
adequately housed so long as they had beds to sleep in, 
and it did not matter much where those beds were put. 
I have seen very recently a private hospital in which five 
nurses were given a converted fowlhouse to sleep in. Now, 
for various reasons, some technical and some political, it is 
considered necessary to allow at least two nurses for every 
three patients, and in many hospitals even three for every 
two. The hundred-bed hospital must now plan accommoda- 
tion for 66 nurses, and the accommodation must be of a 
high standard of comfort and amenity. There can be no 
criticism of such a trend. But its result is that hospitals 
must now be planned to include a vast and elaborate 
nurses’ home which will cost to build at present rates from 
£1,000 to £1,500 per nurse housed. Every other department 
shows a similar expansion, making the hospital into a very 
intricate and complicated mechanism, Its growth is 
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reflected in the realm of finance. In 1935 a simple but very 
effective country hospital was built complete except for the 
nurses’ home for £35,000, or £500 per bed (nurses’ homes 
at that time were supposed to cost £200 per nurse). In 
1943 the standard of cost for hospital building was taken 
to be £1,000 per bed. Hospitals built in the immediate post- 
war period cost £2,500 per bed. In 1946 a hospital was 
built in a Victorian country town at a cost of £4,100 per 
bed. And this year a tender has been recommended for a 
similar 40-bed hospital at £254,000, or over £6,000 per bed. 
These figures, of course, reflect a price trend as well as a 
trend in hospital complexity. But they do reflect both. 
And in either case they confront us with a problem for the 


comfort to conditions that might be described as “positively 
awful”. They arose from the hopes of those managing them 
to make a profit from them. They depended on the fees 
paid by those who entered them for treatment. And they 
had no closer relationship to governments of any sort than 
the need to comply with certain minimal standards laid 
down by the various departments of health. They have in 
the past done good service, having a very large clientele. 
They have catered for the needs of by far the greater 
number of maternity patients, as well as a large number 
of medical and surgical patients. There were in 1943 in 
Australia, 571 Government-owned or Government-subsidized 
hospitals with 42,000 beds (738% of the total) and 1166 


The Brisbane Hospital. 


future. Will some of the elaborateness and complexity of 
structure which we now take for granted as essential for 
our hospitals have to be abandoned, and a deliberate return 
made to simpler and more elementary forms. That prospect 
would seem to have some wisdom in it if we are to accept 
the dictum of Dr. MacEachern, of the American College of 
Surgeons, who said during his visit here in 1926 that every 
hospital should be built with the prospect of being scrapped 
as obsolete in twenty-five years. Those who remember how 
quickly the old Melbourne Hospital in Lonsdale Street did 
become obsolete may well hesitate to reject his opinion 
outright. In any case the work of the hospitals must go 
on, and what is more, it must go on with all the efficiency 
we can compass, and every new improvement in technique 
and method must be incorporated. It may be that money 
values will become so stabilized that a teaching hospital 
may represent adequate and enduring value for the two or 
three million pounds it costs to build it. Or it may appear 
in the future that financial facts will force us to reverse 
the trend of our thinking, and return to less majestic plan- 
ning and less costly construction. 


Effects on the Distribution of Beds. 


The foregoing sections have had application almost 
entirely to the “‘public’”’ hospital systems of the States, those 
hospitals for whose finance.and maintenance the State may 
justly feel itself responsible. In all the States, however, 
there has also existéd a parallel system of hospitals classed 
as “private”. These have been in the main dwelling houses 
leased or bought by private persons and converted into 
hospitals of the primitive type, possessing no special 
departments and but few clinical facilities, but with a 
standard of comfort which varied from the extreme of 


private hospitals with 15,256 beds (23% of the total). It 
is these private hospitals which early felt the strain of the 
competition of the public hospitals with their greatly 
superior facilities, and during the years under review there 
have developed in the cities and towns a number of private 
hospitals of much superior type. They were built, mainly 
by religious or similar bodies, and designed specially for 
their purpose. They did succeed in giving a service not 
far inferior to that given by the larger public hospitals. 
They have proved justly popular, and have attracted to 
themSelves many patients from the smaller primitive types, 
a number of which have had to close their doors. In the 
last decade, however, these better private hospitals also 
have found the strain on them intensified by the rapidly 
rising cost of maintaining them, as well as by the shortage 
(relative rather than absolute), of nurses needed to staff 
them. The smaller private hospitals are fast disappearing, 
and even the larger modern ones are working at an increas- 
ing financial disadvantage, so that their future is far from 
clear. Already some of them have had to be taken into 
the Government system to prevent them from closing, and 
the lack of private hospital beds has become a severe worry 
for the city general practitioner. As some offset to this, 
all the larger public hospitals are now offering or pro- 
posing “pay-bed” wings to cater for private patients, and 
this is a tendency which as far as one can see must extend. 
The position then arises that in cities and large towns 
which have an organized medical staff in their hospitals, 
more and more of the private beds available will be 
actually, if not officially, linked with those staffs, and the 
number of beds available to the outside general prac- 
titioner will steadily diminish. This is apparently the 
position which has arisen in England, and it will be a 
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grave misfortune if it is not remedied before it becomes 
too serious here. In the country centres on the other 
hand, with the erection of cottage hospitals in all centres 
large enough to need them, and with the provision of 
private beds in the larger country hospitals to which all 
practitioners have access, the present trend can bring 
nothing but good. 


One remaining class of hospital needs to be briefly men- 
tioned, the Bush Nursing Hospital. Since in Tasmania the 
term refers only to small cottage hospitals of from two to 
six beds scattered at strategic points throughout the State 
by the Department of Health, these hospitals as a distinct 
class exist only in Victoria. In that State, thanks to the 
energy and imagination of the late Sir James Barrett, the 
system played a fairly large part. No fewer than 65 
Bush Nursing Hospitals were in operafion in 1941. They 
were of simple construction, costing, it was claimed, less 
than £200 per bed to build. They were staffed with a 
minimum of nurses and domestics, and as a result their 
costs were very low, and were in practically all cases 
covered by the fees from patients and from the subscrip- 
tions of those who joined the local Bush Nursing Associa- 
tion, They did good work, though it must be confessed 
it was sometimes achieved at the expense of their devoted 
staffs. They have now, however, felt the same strains 
which have affected all types of hospitals, and have had 
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to abandon their proud boast that they never asked nor 
received any aid from Government sources. They will 
probably soon be absorbed in the hospital system of the 
State, in which they will form useful nuclei round which 
efficient medical services can be built up. 


Final. 


This paper is an attempt to discuss the development of 
hospitals in Australia in response to the various stresses 
and strains to which they have been subjected in the last 
fifty years. The survey has been intended to be objective, 
and it is no part of its author’s purpose to offer either 
praise or criticism to any variants. The half-century has 
seen developments in the hospital sphere as in all other 
social spheres in response to changing social, scientific and 
economic conditions. The changes have been of vast magni- 
tude, and few of us would be bold enough to forecast what 
sort of an essay a writer fifty years hence would write to 
describe the developments of his time. Faith, hope and 
charity have been the origin and guiding principles of the 
Australian hospital from its primitive beginnings, And 
though the word charity has now taken on a new shade of 
meaning from what it had in the past, the faith and hope 
must still be there deeply rooted in the hospital system. 
If one judges the future by what one knows of the past, 
one can rest confident that they will be. 
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THE GROWTH AND DEVELOPMENT OF PUBLIC HEALTH SERVICES IN 
AUSTRALIA DURING FIFTY YEARS 


By A. J. METCALFE, 
Director-General of Health, Conimonwealth Department of Health. 


Tue story of Australia’s public health services over the 
last fifty years, like so many other facets of her develop- 
ment, is one of great pioneering, of intense activity and 
of the emergence of a pattern as varied as the kaleido- 
scope itself. In the building of this pattern many influ- 
ences _" agencies, both inside and outside, have been 
at work. 


The beginning of the twentieth century introduced an 
era unparalleled in human history—vast discoveries in 
science opened the doors to the development of a new 
world. Electricity, bacteriology, chemistry, nuclear 
physics, refrigeration—to mention only a few of the 
discoveries which were to revolutionize man’s material 
way of life—brought countless blessings to mankind as 
well as major problems. 


Public health has shared in the triumphs of medicine 
and science. An increasing knowledge of the causation 
of disease and of the means of prevention has put into 
man’s hands the weapons which have saved thousands of 
lives and increased the span of life. No period in the 
history of medical science has seen such progress and so 
many far-reaching changes as the last fifty years. These 
in turn have had their impact on the expanding and 
rapidly growing Australian public health organizaticn. 
Early pioneering with sanitation and hygiene control 
was carried out by State health authorities. The turn 
of the century and the advent of Federation saw the 
Australian public health services unhampered by tradition 
or established forms ready to be stimulated by the vast 
changes which were to come in the new era of medicine. 


Some indication of the existing conditions at the end 
of the last century and of the road of endeavour which 


lay ahead is given in a statement made at the Inter- 


colonial Medical Congress of Australasia held in Melbourne 
in 1888-1889: 

There is nothing to prevent as perfect a condition of 
sanitation in the Australian colonies as obtains in 
England. We have not overcrowding and poverty to 
contend with, our climate is one of the most healthful 
in the world, and we have ample means at our dis- 
posal. What we require is (1) special legislation; 
(2) organization and co-ordination of authority; (3) the 
sympathy and assistance of the public, who, at the 
present time, display an apathy in all matters of public 
hygiene. 

A public health service, in its fundamental purpose, 
is a service to the community, whether it be to a nation, 
to a State, or to a local group. In the final count, its 
success or failure is measured in mortality and morbidity 
statistics. A few examples from Australia’s statistics 
give striking proof of the changes that have been brought 
about through progressive public health measures over 
the years. In the latest health records (1948) from the 
State of Queensland it is reported that typhoid fever is 
rare and is: not a public health problem. In 1885 the 
death rate per 100,000 of population in this State was 
61:9. Records in New South Wales of the death rate 
from tuberculosis in the year 1900 showed a rate of 98 
per 100,000. By 1948 the rate had been reduced to 26-9. 
The rate for typhoid fever during the same period fell 
from 29-5 to 0-1 per 100,000. Australian infant mortality 
figures show the same rapid decline. In 1907 the rate was 
81:1. By 1917 it had fallen to 55-91 per 1000 births. In 
1949 it was 25-26. 

Long before Federation, State authorities had introduced 
their own legislation to meet their local public health 
problems as they developed. Such problems as the control 
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of water supplies and drainage, notification of infectious 
diseases, and the control of food standards, were sone 
of the early matters for State legislation. Quarantine 
services were also established under State control, follow- 
ing outbreaks of smallpox at intervals during the last 
century. Outbreaks of this disease in 1881 and 1884 led 
to a conference of State representatives in 1884 to discuss 
a uniform system of quarantine for Australia. This was 
the first Australian public health conference. 

In 1900 bubonic plague reached Australia, and an Inter- 
Colonial Plague Conference was held to discuss the 
situation. The definite need for the control of certain 
public health matters on a national basis was clearly 
demonstrated at the conference. 

It was following this conference, which had considered 
and then disregarded the role of the flea as the trans- 
mitter of plague, that Dr. Ashburton Thompson, Chief 
Medical Officer to the Government of New South Wales 


The proximity of Australia to Asia and the inclusion 
within her territories of large tropical areas emphasized 
the need for understanding the conditions under which 
tropical diseases existed and their effects on white popu- 
lation living in the areas of their incidence. The advent 
of Federation in Australia had also established ‘White 
Australia” as a national policy, which meant that the 
tropical areas of Australia would have to be developed 
by white men adapting themselves to climatic and other 
physical conditions of the tropics. 


The need for more knowledge and research into these 
problems was obvious, and in 1909, as a result of the 
joint enterprise of the Commonwealth and Queensland 
Governments and the Universities of Sydney, Melbourne 
and Adelaide, an Institute of Tropical Medicine was estab- 
lished at Townsville in north Queensland, having as its 
purpose the study of tropical medicine under Australian 
conditions. 


The Commonwealth Serum Laboratories, Melbourne. 


and one of the most distinguished figures in Australian 
public health during the early part of the century, made 
an intensive study of the epidemiological facts observed 
during the 1900 outbreak in Sydney, and established 
irrefutably that infection was transferred from infected 
rats to man. As a result of the acceptance of these 
conclusions, Dr. Thompson became an international figure 
in the study of plague prevention, and his discovery was 
responsible for the now complete control of the disease 
which can be effected by efficient rat control on incoming 
ships, and in the community. 


During these years, Federation was in the making, and 
with the framing of the Federal Constitution, the Common- 
wealth was given power to legislate with regard to 
quarantine. 


In addition, under Section 96 of the Constitution, 
whereby the Commonwealth could make grants to any 
State under such conditions as it thought fit, the Federal 
Government was placed in a position where it could 
assist the health policies of the States. 


The fourth conference of principal health officials of 
the States was called by the Prime Minister of the 
Commonwealth in 1904, and the recommendations of this 
conference were embodied in the first Australian public 
health legislation on a national basis, the Quarantine Act 
of 1908. 

Under this Act, a Commonwealth Quarantine Service 
was set up under a Director of Quarantine, the Service to 
be administered by the Commonwealth. 


Among the many fields of- investigation in which the 
Institute played an important part were those of investiga- 
tion into obscure tropical fevers prevalent in Queensland 
at this time. In addition, assistance was given in the 
hookworm campaign which was conducted in 1916 in 
cooperation with the International Health Board of the 
Rockefeller Foundation following the discovery of a high 
incidence of the disease in parts of tropical Queensland. 


Subsequent developments have proved the establishment 
of the Institute to be one of the landmarks in Australian 
medical history. It laid the foundations of an Australian 
medical training centre in tropical medicine and public 
health to be established later at the University of Sydney 
and led to the development of a major research school in 
tropical diseases, not only for Australia but also for the 
many island territories of the south-west Pacific area. 

The year 1909 marked the beginning of a new era in 
public health services in Australia. New ideas of social 
security were revolutionizing the social structure of 
western democracy. The acceptance of legal responsibility 
by the community for the health and welfare of the 
individual showed its first signs of growth in Australia 
in the passing of the Invalid Pensions Act, 1909. This 
marked the first step in the vast expansion of public 
health and welfare services which has taken place in 
Australia during the last forty years. Public health and 
social welfare had emerged as a national as well as a 
State and local government responsibility. 

The following two decades saw fresh problems of 
national health arising, to meet which nation-wide 
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machinery and an extended national policy became increas- 
ingly necessary. The first World War focused attention 
upon national health standards as revealed in the medical 
examination of recruits, and also brought in its train an 
increased realization of the significance of the social 
diseases. The problem of the rehabilitation of the physic- 
ally disabled after war became, for the first time in 
Australia, a national one. Finally, the nation-wide 
influenza epidemic which struck Australia with the rest 
of the world in 1918-1919 and an outbreak of bubonic 


Department of Health, this special research service being 
thus brought into closer contact with the practical prob- 
lems of a growing health service. 

The establishment and subsequent work of the Health 
Organization of the League of Nations called for increas- 
ing international responsibilities for Australia’s expanding 
national health policy, and brought her into active contact, 
through international conferences, with the changing world 
of medicine and its practical application to public health 
problems. 


The Bonython Hall, University of Adelaide. 
By courtesy of the University of Adelaide. 


plague in 1921-1922. extended both the quarantine and 
general public health services. It became clear that the 
time had come for the development of a wider concept 
of a public health service and the establishment of more 
adequate machinery at both the Commonwealth and State 
levels, with a closer association between public health 
and the ever-widening field of clinical medicine and 
medical research. 

These national experiences led in 1921 to the creation 
of a Commonwealth Department of Health. The Director 
of Quarantine became the Director-General of Health and 
the quarantine services were brought under the control 
of a Minister for Health instead of the Minister for Trade 
and Customs. At the same time the Institute of Tropical 
Medicine, which had been established in Queensland in 
1908, was put under the control of the newly created 


The prospect of the cessation of vital supplies of vaccine 
and other biological products from overseas during war- 
time led the Commonwealth, after the first world war, to 
extend the operations o° its own production unit, known 
as the “Calf Lymph Depot”, which had been established 
some years before. This organization has now expanded 
into a nation-wide service, “The Commonwealth Serum 
Laboratories”, with headquarters at Royal Park, Melbourne, 
and manufactures almost the whole range of biological 
products required for both human and veterinary use. 
Among the many preparations of the Laboratories is 
sufficient penicillin to meet all ordinary needs in Australia. 
Research is also carried on continuously, and the Labora- 
tories serve as the national centre for the maintenance in 
Australia of the international standards for biological 
products set down by the World Health Organization. 
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In addition to the Serum Laboratories, the Common- 
wealth also developed a network of health laboratories 
located at strategic points, as an essential part of the 
car quarantine system, and also to serve as research and 
ig diagnostic centres in localities where particular public 

health problems were known to exist. Among these 

special laboratories are those established in the tropical 

areas of Queensland and the Northern Territory. A labora- 

tory was established at the gold-mining town of Kalgoorlie 

in Western Australia where special work on silicosis and 

tuberculosis among miners is carried out. In_ these 

. services, the Commonwealth maintains close cooperation 
ith State and local health authorities. 


As a result of increasing Commonwealth interest in 
public health and the need for cooperation with the States, 
a Royal Commission on Health was appointed in 1925 “to 
enquire into and report upon public health as a matter 
for legislation and administration by the Commonwealth 
in conjunction with the States’. 


The Commission’s terms of reference covered a wide 
field, including the prevention and control of disease in 
the Commonwealth, with special emphasis upon the 
ee coordination of the medical services of Commonwealth 
ibe departments, and the cooperation of Commonwealth and 
State health authorities. 


Following extensive inquiries, recommendations over a 
wider field were made by the Commission, and this opened 
i. up a third and still more important period of development 

; in the history of public health in Australia. 


- Among the most important of the recommendations of 
the Commission were those advocating the setting up of 
: a Federal Health Council, and the provision of specialist 

~| training for public health personnel, and of increased 
facilities for medical research. 


These recommendations were translated into action 
within a relatively short time. The first Federal Health 
Council met in Melbourne in January, 1927. In 1930 the 
. Institute of Tropical Medicine was transferred from 
a Townsville, in north Queensland, to the University of 
: Sydney, where it was merged with the newly established 
Australian School of Public Health and Tropical Medicine, 
which was to provide advanced training in public health 
and preventive medicine specially related to Australian 
conditions. The School also was to become a major 
research centre for tropical medicine, with special appli- 
Lb cation to the south-west Pacific areas. The value of the 
| School has been more than justified in the magnificent 
ee i contribution which it made in the field of tropical medicine 
during the Pacific campaigns of the second World War. 


' The Royal Commission had also recommended consider- 
' able expansion to Commonwealth health administration, 
including the provision subsidies to the States for 
: expenditure on health and the setting up of Divisions to 
‘y investigate and ccntrol such diseases as_ tuberculosis. 
i The importance of increased coordination of all medical 
services and .the medical examinations of migrants was 
emphasized, and attention was drawn to the need for 
uniformity in the assembling of vital statistics and in the 
control of imported food and drugs. Other matters on 
which it was felt that national policies should be developed 
were maternal hygiene and child welfare, industrial 
hygiene, public health engineering and health education 
of the people. 


The next ten years saw rapid expansion in all directions. 
The Federal Health Council acted as an expert advisory 
body on all matters of public health which came within 
a the jurisdiction of the Commonwealth and became the 
es channel through which the States and Commonwealth 
pooled their knowledge on public health problems. This 
maehinery has been of incalculable benefit to State health 
authorities responsible directly for the health of the 
people within their borders and has tended to bring about 
improved standards of public health practice in all States. 


; This period saw also the great advances in medical 
; science and social.medicine in many parts of the world, 
being increasingly applied to public health problems. 
Falling birth rates became matters of national policy and 


focused attention on maternal and infant mortality and 
upon maternal and child health and welfare. 


Extensive research, and the attention focused on living 
standards of the peoples of the world, established nutrition 
as one of the major factors in national health. Research 
into tropical and other diseases became increasingly 
important and’ demanded the attention of all progressive 
health authorities. 


Australia’s public health services were still in the 
building stage when these significant advances in medical 
science were taking place, and it was inevitable that their 
impact should be felt with increasing intensity. 


The reports of the Federal Health Council, from its 
first meeting in 1927 to its Tenth Session held in Perth 
in September, 1936, reveal a wide range of activity 
covering surveys into various public health fields, such 
as the control in Australia of tuberculosis, leprosy, 
hookworm, cancer and venereal diseases. Investigations 
had been made into aspects of maternal and infant 
mortality and reports submitted on the notification of 
infectious diseases, the control of dangerous drugs, prob- - 
lems of industrial hygiene, and standards and regulations 
in connexion with the preparation and sale of biological 
products for both human and veterinary use. 


In 1937 the powers and scope of the Federal Health 
Council were broadened to enable the Commonwealth to 
interest itself more extensively in the field of research, 
and to provide additional machinery whereby cooperation 
between State and Commonwealth health agencies could 
be increased through an exchange of knowledge concerning 
public health and the latest research in this field. 


The new Council, with its name changed to the National 
Health and Medical Research Council, has been responsible 
for the initiation of many health projects involving valu- 
able health surveys and research. These activities, in 
spite of intervening war conditions, have resulted in a 
great stimulation of public interest in national health, 
and in increased activity on the part of the Commonwealth 
and State heaith authorities. 


The first of the listed functions of the new Council give 
an indication of its scope: 

To advise Commonwealth and State Governments on 
matters of public health legislation and administration, 
and on any matters concerning health, medical and 
dental care, and medical research. 

The nature of the ten sub-committees of the Council now 
constituted gives a picture of the field of activity. These 
committees cover medical research, industrial hygiene, 
maternal and child welfare, nutrition, overseas travelling 
fellowships, radioactive isotopes, streptomycin and other 
antibiotics, tropical physiology and hygiene, tuberculosis, 
and X rays. : 


One of the most important steps taken in 1937 was the 
setting up of a Medical Research Endowment Fund, which 
has been applied to the furtherance of medical research — 
throughout Australia in universities and other institutions 
and to the provision of fellowships for post-graduate study 
abroad. 

Many interesting fields of research closely associated 
with health problems in the fighting services were investi- 
gated during the war years. A Central Medical Coordina- 
tion Committee with State branches was set up, under 
which coordination with the country’s defence authorities 
developed in such vital matters as research, control of 
medical supplies and equipment and the allocation of 
medical personnel for the needs of the armed services and 
the civilian population. Of the many valuable pieces of 
research carried out during these years, those into 
nutrition, both in groups of the civilian population and of 
the armed forces fighting under tropical conditions, were 
of particular interest. Another interesting development 
was the work done for the armed services in the field 
of acoustics which resulted in the setting up of a special 
acoustic laboratory in Sydney, and its continuance as a 
civilian service into the post-war period. 


A further area of public health in which the Common- 
wealth has played an important role is that of maternal 
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and child health. Continual investigation over a number 
of years into such problems as maternal and infant 
mortality, social and physical causes of the falling birth- 
rate, the nutrition of mothers and children, dental care 
and other child health problems, has greatly s:imulated 
the promotion of maternal and infant health services by 
State health authorities. 


In 1938 the Commonwealth established six model child 
centres known as the Lady Gowrie Child Centres, as 
demonstration and training centres in pre-school child 
practice, and as research centres into problems of child 
growth and behaviour. The Institute of Anatomy at 


During the period from 1940-1949, the campaign, which is 
administered by a small Division in the Commonwealth 
Department of Health, has been responsible through State 
authorities and voluntary agencies for the development of 
specialist training at university level of teachers of 
physical education, the extension of modern physical 
education methods in schools, and, through State National 
Fitness Councils, of many activities in the youth 
recreation field. 

Another problem of national importance which has 
occupied the attention of health authorities for some years 
is tuberculosis. Agitation for a national plan to combat 


Medical Society Hall, Albert Street, East Melbourne. 


Canberra, administered by the Commonwealth Department 
of Health, was made the headquarters of this research, 
combining investigations into child health and nutrition 
with nutrition research in other fields. 


The importance of child health in national development 
led to the setting up in 1949 of an Institute of Child Health 
within the framework of the School of Public Health and 
Tropical Medicine at the University of Sydney, to be used 
as a research centre and training school for post-graduate 
study in all phases of child health. At the same time, a 
Division of Child Health was created within the Common- 
wealth Department of Health with the object of promoting 
a national policy for child health in cooperation with 
State agencies. 

Concurrently with these developments, the National 
Health and Medical Research Council was responsible -in 
1939 for the initiation of a national fitness campaign. 


G 


this scourge became intensified towards the end of the 
second World War and culminated in the passing of the 
Tuberculosis Act, 1945-1948, the creation of a Common- 
wealth Division of Tuberculosis, and the setting up of 
a National Tuberculosis Advisory Council to advise on all 
aspects of national policy for the elimination of this 
disease. This has set a plan for future Commonwealth- 
State relations, the Commonwealth coordinating, stimu- 
lating and encouraging activity with financial and 
technical assistance. 


It soon became evident that the development of aerial 
transport was going to have far-reaching effects on the 
public health services in Australia, particularly upon the 
quarantine service and upon health services for the 
sparsely settled and northern tropical regions of Australia. 
Overseas air routes, as they extended, were bringing 
northern Australia within a few hours’ flying time of 
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countries where endemic diseases were serious problems. 
The traditional freedom of Australia from quarantinable 
diseases will require ever-increasing vigilance if it is to 
be maintained. 

The post-war period saw considerable expansion of 
public health services in the Northern Territory and also 
in the Australian Capital Territory. The sparsely popu- 
lated areas of Australia, particularly those in the northern 
tropical and central parts of the Continent, have always 
presented special problems. The Australian Aerial Medical 
Service, begun 
between twenty and 
thirty years ago by 
the Presbyterian 
Church as part of 
its Inland Mission 
activities, has pion- 
eered a public health 
service for the Aus- 
tralian outback, and 
the “Flying Doctor 
Service” has earned 
a special place in 
the history of Aus- 
tralia. The Common- 
wealth and States 
have subsidized this 
service, the 
Commonwealth is 
now supplementing 
it with its own 
aerial service car- 
ried out by its own 
medical staff and 
three aircraft based 
at Darwin, the 
capital of the 
Northern Territory. 
Wireless sets are 
supplied to station 
properties and other 
strategic points 
throughout the Ter- 
ritory so that a 
complete network is 
now established and 
advice, followed if 
necessary by medi- 
cal care, is now 
available to the 
most remote and 
.isolated areas. 


In the Australian 
Capital Territory 
the Commonwealth 
has developed local 
health services which 
provide _ hospital 
care, medical services 
for pre-school and 
school children, and 
the Mothercraft Society. School dental clinics, a district 
nursing service, and a general public health inspoction 
service are also provided. 


No mention has been made of the many ancillary 
services which have been provided over the years as the 
need has arisen; of the work of the Repatriation authori- 
ties in the rehabilitation of the war-disabled; of the work 
of various voluntary agencies, such as the Red Cross Blood 
Transfusion Service, Ambulance Services, Crippled Chil- 
dren’s Association and other voluntary groups in the 
maternal and child health field; or in the provision of 
medical services to the vast numbers of migrants passing 
through migration camps all over the Commonwealth. 

From the time of Federation, the growth and expansion 
of Australian public health services have been promoted 
by the cooperative effort of States and Commonwealth. 
The States have continued to introduce and to administer 


The University of Queensland: looking through the cloister joining the Main 
Hall and the Chemistry Building. 


their own public health Acts, covering such fields as the 
control of infectious diseases, the supervision of hospitals, 
registration of doctors and nurses, the inspection and 
sale of food and drugs, the control of public building 
et cetera. ‘Trends towards uniformity in legislation have 
been the result of conferences between the States and the 
Commonwealth, together with increased knowledge of the 
prevention and control of disease. In the States the 
implementation of many health functions is carried out by 
powers conferred on 
local municipal 
authorities by State 
health authorities. 


Over a period of 


forty years, with 
two world wars 
intervening, Com- 


monwealth activity 
in public health has 
spread far and wide 


in spite of the 
relatively limited 
powers allowed 


under the Federal 
Constitution. Beyond 
the Quarantine Act 
of 1908 and _ its 
various amendments, 
very little ad- 
ditional legislation 
was enacted  con- 
sidering the ‘exten- 
sive machinery for 
the promotion of 
public health which 
had been built uv 
over the years. 

The increasing 
tendency on the part 
of the Federal 
Government to take 
the lead in problems 
of health and sociai 
welfare, together 
with situation 
which had developed 
out of the existing 
State-Commonwealth 
financial relation- 
ships, brought about 
changes in Common- 
‘wealth powers. in 
relation to the 
States. 

Following the pas- 
sage of the Pharma- 
ceutical Benefits Act, 
1944-1945, chal- 
lenge in the High 
Court made it clear 
that the Commonwealth was exceeding its constitutional 
powers, and the matter was submitted to a people’s refer- 
endum in 1946. 


As a result of the referendum an amendment to the 
Federal Constitution extended the powers of the Parlia- 
ment of the Commonwealth “to make laws for the peace, 
order and good government of the Commonwealth with 
respect to . .. the provision of maternity allowances, 
widows’ pensions,’ child endowment, unemployment, 
pharmaceutical, sickness and hospital benefits, medical 
and dental services (but not so as to authorise any 
form of civil conscription), benefits to students, and family 
allowances”’. 


This extension of power, combined with the financial 
strength of the Commonwealth, opened up new oppor- 
tunities for the development of national health services on 
a much more comprehensive scale. 


By courtesy The Telegraph, Brisbane. 
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Looking back over the years, one realizes that the 
foundations of the Australian public health services were 
laid during the first half of this century as a result of 
the cooperation of State health authorities and the 
coordinating influence of the Commonwealth. Great things 
have been achieved from small beginnings by the wisdom, 
_ courage, initiative and professional ability of many out- 

standing figures in Australian medical history. The 
particular circumstances and the enormous geographical 
problems which a sparsely populated country of the size 
of the Australian continent presents would have been 
sufficient to daunt the most courageous. In spite of these 
difficulties, an organization has been built which is 
capable of integrating official administration with the pre- 


ventive, curative and research fields of medicine. Clinical 
medicine, research and public health administration have 
advanced hand-in-hand and the machinery so developed 
has made it possible to apply these three fields of know- 
ledge to the practical problems of public health. 


Australian public health services are now on the 
threshold of a new period of development. The same 
fundamental objectives are present as in former years, 
and with the continued cooperation of all the agencies 
concerned, with much greater medical knowledge, more 
modern administrative machinery, high living standards 
of the people, and the natural advantages of climate, 
there is no reason why Australia should not develop one 
of the most effective services in the world. 


MEDICINE IN THE INLAND 


By GeorceE Simpson, M.R.C.P., 


Member of the Board and Medical Advisor, Australian Inland Mission, 
Honorary Secretary, Federal Council, Flying Doctor Service of Australia. 


Hatr the population of Australia is huddled in the 
State capital cities. Most of the remainder live in 
Victoria, the eastern half of New South Wales, the south- 
east corner and coastal regions of Queensland, the southern 
quarter of South Australia and the south-west corner of 
Western Australia. The sparsely settled area of Australia 
remaining is generally referred to as the “Inland”. It 
comprises an area of two million square miles—two-thirds 
of the continent. 

The Inland has not shared the general increase in popu- 
. lation of the past fifty years; in fact, its population is 
dwindling. 

Apart from mining centres, the Inland is unable to 
support a density of population which naturally brings 
with it the benefits and amenities of civilization. In the 
Inland “pioneers” are permanent. It is a land of distance, 
silence, isolation. Pastoral holdings must always be large 
and neighbours must necessarily be many miles apart 
—50 to 100 miles being commonplace. Furthermore, 
cutting up of some of the former large company stations 
of 10,000 or 12,000 square miles has removed the former 
communities which constituted station headquarters. 
Improved means of transport also have eliminated many 
“outback” towns. So progress increases isolation. 

To people in cities, towns and areas of close county 
settlement, in a civilized community, a medical service 
comes naturally—private doctors for those who can afford 
to pay fees—charitable service for the poor. In less 
populated country areas some subsidy, either governmental 
or by local cooperative effort, may be necessary to retain 
a medical service; but in the Inland even this is not 
possible in the ordinary way. 

In a survey of medical services in the Inland undertaken 
for the Australian Inland Mission of the Presbyterian 
Church in Australia by the writer in 1927 and reported 
in THe MEDICAL JOURNAL OF AUSTRALIA of November 12, 
it was stated: 

Throughout the Inland of Australia there is no town 


of sufficient size to support a private medical prac- 
titioner. For 1,500 miles north and south, and for 1,500 


miles east and west, there is no medical man, and the 

20,000-odd white people scattered over this wide area 

are mostly 500 miles or more from ordinary hospitals 
over bush tracks or no tracks at all. : 

Around the periphery of the Inland are several hospitals 

with medical staff; and in recent years, in the centre, at 


Alice Springs. 


People who lived in this extreme medical isolation 
accepted conditions as they were and did not complain. 
They were hardy, practical types, used to dealing with 
sickness and injuries in animals and natives, and generally 
able to cope in quite an amazing way with medical and 
surgical emergencies. They had a minimum of equipment, 
but a maximum of courage, fortitude and endurance. 
Splinting of broken limbs, suturing of lacerations and 
incision of abscesses were more or less routine procedures 
to bushmen; also of necessity they buried their dead, 
making crude coffins from packing cases. 


A common mode of death was to “perish” from thirst 
and exposure when lost. To the inexperienced, death 
from exposure could come in twenty-four hours if the way 
was lost and water exhausted, in the scorching inland 
heat. There is a tragic record of a young medical officer, 
Dr. Straede, and his wife, who “perished” on the water- 
less track between Tennant Creek and Rockhampton 
Downs in the summer of 1941-1942, whilst going to a call. 


Medical conditions were generally referred to as “fever” 
and might be anything from typhoid to malaria. Vitamin 
deficiency diseases are referred to as “Barcoo” when 
symptoms include anorexia, vomiting and debility; or 
“Barcoo rot” when cuts and scratches become the site 
of impetiginous infection. Fly-borne infection of eyes is 
referred to as “sandy blight”, and causes much disability. 
Intestinal infections are not common amongst permanent 
residents, but newcomers and travellers rarely escape. 
Bore water is generally blamed. 

Occupations in the Inland are mostly hazardous, falls 
from horses resulting in fractured limbs, fractures of 
the pelvis, or concussion; shooting accidents frequently 
occur as firearms are an essential part of station kit; 
terrible wounds were inflicted by a native’s spear (in 
former days) or a bullock’s horn; and life may be 
endangered by careless use of lethal station equipment, 
ranging from strychnine for poisoning dingoes to dynamite 
for blasting. 

Snake and insect bites have to be contended with; also 
conditions resulting from over-indulgence in, or impure, 
alcoholic beverages. 

Epidemics of such common complaints as colds and 
measles assume alarming proportions and seriousness in 
isolated communities, particularly amongst natives. 

Inlanders made light of the hardships they endured 
and ignored time and distance; however, they were reluc- 
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tant to share these conditions with a wife, or if they did, 
they lived in constant dread. 

Conditions beyond their capabilities did not often 
develop, but when the need for a doctor did arise, that 
need was tragic in the extreme. 

Those who live, or have lived, “outback’’, know what it 
means to be medically isolated; others who have read any 
books on life in the Inland will soon appreciate the 
presence of this constant dread. 

As one outback mother writes: 


. . . On such occasions the luxury of faintness is 
postponed until it is over. Probably doctoring comes 
easier to many outback women than it does to me. 


AUSTRALIA 
showing certain 
“amenities of civilization” in our : 
SPARSELY POPULATED AREAS 
Pr Georgely. 


of an 
A.\.M. Aerial Medical Service no 
also AIM Nursing Homes 


Published by the AIM 
23 York St Sidney 


THE INLANDER MAP 


Church. In 1911 a deaconess-nurse was placed at 
Oodnadatta. 

Next year the Australian Inland Mission (A.I.M.) was 
founded, with the Reverend John Flynn (now the Very 
Reverend John Flynn, O.B.E., D.D.) superintendent and 
organizer. “Flynn of the Inland”, by Ion L. Idriess, tells 
the story. 

Thirteen Australian Inland Mission hospitals were 
thereafter established at strategic inland centres, the 
objective being to have one within 100 miles of every 
person in the Inland. 

John Flynn realized that a nursing service was not 
enough, and that medical aid must also be made possible. 
He saw the means of doing this in the development of 
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Even when a dog is nipped by a ‘roo, I ask any task 
imaginable in preference to stitching him up. But 
there is no escape. It must be done. 

Like other outback women I nursed the children 
through their few illnesses, but heaven knows what 
they were! Most important is that we won through, 
and, after all, what’s in a name? 

“No Roads Go By” (1932), by Myrtle Rose White, is 
a typical story. In a very early chapter the writer, newly 
arrived with her husband, is sent for to attend a neighbour 
18 miles away in premature labour. “There is no chance 
of getting her to a doctor—no chance of getting a doctor 
to her”, says the distracted husband. 


The Australian Inland Mission Flying Doctor Service. 

The problem of bridging the wide gulf between ordinary 
medical centres and the supply of a medical service 
to Inlenders was first undertaken by the Presbyterian 


wireless and aeroplanes—flying doctors—the combination 
of medicine, aviation, radio. : 


From about 1915 he set to work to develop his idea, 
to build it into practical form, to sell the idea to the 
church and the people, prove it by experiment, and to 
build up a national organization to make it permanent. 
This has been his task for nearly forty years and now 
he has not only seen the complete realization of his 
dream with the national organization “Flying. Doctor 
Service of Australia” established in every State, and flying 
doctor bases at Cloncurry, Charleville, Port Hedland, 
Meekatharra and Kalgoorlie, Broken Hill, Alice Springs, 
Wyndham, covering every part of the Inland, but much 
more. Today the system of life—business, informational 
and social—in the Inland could not carry on without the 
wireless network of the Flying Doctor Service. The 
flying doctor idea has been generally accepted and other 
organizations work in the Inland alongside his own, 
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John Flynn realized that the Inland could not solve its 
problem withoui the help of the cities. He freely con- 
sulted and obtained help and cooperation from leaders in 
the fields of medicine, aviation and radio. The story is 
told in “Flying Doctor Calling” (1947), written by 
Ernestine Hill. 


Consultation and clos2 cooperaiion with the medical 
profession have ensured development in complete harmony 
with existing medica: services. The British Medical 
Association has alway;s been well represented on organizing 
and permanent «ommittees of Flying Doctor Service. The 
late Dr. J. W. Dun’.ar Hooper, of Melbourne, was one to 
whom the development of John Flynn’s idea became a 
passion. His help was a determining factor in early days. 


On the radio side a great many amateur and professional 
radio experts have given assistance and encouragement. 
Sir Ernest Fisk, of Amalgamated Wireless (Australasia) 
Limited, gave initial help and free use of patents, The 
late Mr. Harry Kauper, of Adelaide, advised on the tech- 
nical side, and great encouragement and freedom from 
interference have always come from officers of the Post- 
master-General’s Department, a policy initiated by Mr. J. 
Malone and carried on by his successors. 

In 1926 Mr. Alfred Traeger, of Adelaide, became 
interested and ever since has devoted his whole time, 
genius and energies to the development of wireless com- 
munication in the Inland. Pedal wireless and subsequent 
developments have been due to him. 


Aerial Ambulance, Aerial Medical Service. 


For orderly development of the national organization, 
when the General Assembly of the Presbyterian Church in 
1933 gave authority to extend the service, much is 
owed to Sir John Newman Morris, first president of the 
Victorian section and of the Federal Council. In South 


Australia Sir Henry Newland, and in New South Wales - 


Dr. George Bell, saw that the service developed with the 
full) sympathy of the medical profession. In Western 
Australia Dr. J. J. Holland, of Perth, who well appreciated 
the medical needs of inland settlers, gave great assistance, 
and in Queensland Dr. J. G. Wagner, of Brisbane. 


In the field of aviation, great initial help was given 
by Lieutenant Clifford Peel, of the Australian Flying 
Corps, who in 1917 wrote a report, setting out in detail 
from an expert’s point of view, how a Flying Doctor 
Service could operate and cover the Inland. 


When the scheme was getting under way much practical 
help was given by Colonel Brindsmead, Director of Civil 
Aviation, and by Mr. Hudson Fysh, founder of the Queens- 
land and Northern Territory Aerial Services (QANTAS). 


In the subsequent development of the scheme, ambulance 
planes have been operated under charter from most of the 
great Australian aviation companies, all of whom regard 
it as a privilege to participate in this humanitarian 
service. 


In May, 1928, the first experimental aerial medica) 
service base was established by the Australian Inland 
Mission at Cloncurry, Queensland, with Dr. K. St. Vincent 
Welch first flying doctor. 

The terms of appointment and duties of the flying doctor 
were drawn up by an advisory committee in Melbourne. 
They included (a) salary £1000 per annum and expenses 
when away from base, (b) insurance premium on a £2000 
policy, (c) appeintment for one year. 

Duties were as follows: (a) to attend urgent medical 
and accident cases, render first aid, and if advisable trans- 
port the patient to the nearest suitable hospital for treat- 
ment by loca). medica) staff; (b) to pay regular visits to 
places at present entirely outside the medical area; (c) 
to be available, when desired, for consultation with local 
doctors; (d) private practice not to be allowed. 

A contract was entered into with Qantas for supply of 
a~DH50 plane under charter for exclusive use by the 
Flying Doctor Service, with a guaranteed annual mileage 
of 20,000 miles at two shillings per mile. 

Fifty flights were made in the first year at an average 
cost of £80. Twenty thousand miles were flown and 255 
patients attended. The experiment was a success, and 
was continued with gradua) adjustments and extensions 


of function... 
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It soon became accepted as a permanent necessity and 
recognized by the people as an essential service. In regard 
to small outpost hospitals formerly having a local medical 
officer, it was soon proved that a flying doctor at a distance 
gave better service by routine and emergency visits and 
consultation by.wire than a resident doctor idle three- 
quarters of his time. 

The effective range of action from each base is up to 
400 miles radius, which gives, even in the most sparsely 
settled areas, sufficient “practice”. The first wireless base 
station was established at Cloncurry, call sign VJI, and 
the first radio telegram received from an outpost on 
June 21, 1929. 

Up to 100 wireless outposts can communicate with the 
one base, but in some cases sub-bases have become neces- 
sary already. Outposts are listed in the Postal Guide and 
may send and receive radio telegrams via the base 


him in the air, to advise the pilot regarding conditions of 
flight, and to see secondary patients who may be glad of 
advice. 

8. Routine medical flights. These are made at regular 
known times so that patients may gather at landing 
points. 

™ Service to outlying small hospitals with nursing staff 
only. 

5. Medical survey trips, including immunization and 
examination of children and inspection of natives. 

6. Transport of patients to a specialist in the city when 
necessary. 

7. Assistance to the ‘medical officer at a base hospital. 

8. Consultation with other medical practitioners within 
range. 


The University of Sydney. 


station. In 1949 there were eight base wireless stations 
and 577 outposts, and 136,624 commercial telegrams were 
dealt with. 

The accepted functions of the flying doctor base now 
include: 

1. Medical advice by wire and radio. At each outpost is 
a standard medical chest with items numbered so that 
medicine to be given can be ordered without risk of 
mistake. Medicine chests also contain notes on first aid 
and how to give a medical history “over the air’, prepared 
by the Flying Doctor Service, and a manual of home 
nursing suplied by the Red Cross Society. 

2. Medical flights, when necessary to patients suffering 
from urgent conditions, either for attention or transport 
to hospital. Sometimes, when the nature of the condition 
is known with certainty, the plane is sent out as an 
ambulance, but generally the doctor goes to confirm a 
diagnosis, to prepare the patient for transport, to attend 


9. Organization work in connexion with local efforts 
made for the service (an outback race meeting may bring 
in £1000), and in connexion with landing grounds and 
wireless. 

10. Special service in emergencies—for example, floods 
and fires. 

11. Medical talks over the air. Talks may also be given 
by a nurse on baby health and welfare matters. 

12. Community centre work. The flying doctor’s wire- 
less base has great possibilities as a community centre. 

The flying doctor is not only the family doctor but 
with the base director of the radio station becomes the 
“guide, philosopher and friend” on all matters affecting 
the lives and activities of people within his area. 

Because of the depression, extension of the service to 
other parts of the Inland was delayed, but in 1934 it 
became possible, owing to: 
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1. Improvement in general conditions in Australia. 

2. Decision of the General Assembly of the Presbyterian 
Church in September, 1933, to assist in creating a new 
organization of national character to extend the service. 

3. Approval of extension of the scheme at the Premiers 
Conference in June, 1933. 


5. Formation of the first unit of the national organiza- 
tion in Melbourne in March, 1934, with its objective the 
establishment of a flying doctor base at Wyndham, 
Western Australia. 

Thereafter development proceeded rapidly. Sections of 
the organization were formed in Western Australia in 
1935, South Australia in 1936, New South Wales in 1937, 


The Wilson Hall, 


4. Conference in Perth of the British Medical Associa- 
tion, the Pastoralists’ Association, the Australian Inland 
Mission and the Public Health Department, which agreed 
that in connexion with medical practice north of Carnarvon 
the rights of private practice should not be considered; 
that doctors should be appointed to coastal towns full- 
time at a salary of £1000 per annum; that they should be 
required to travel by air on duty when necessary; and 
that medical fees should be paid to the Public Health 
Department for service rendered by medical Officers. 


University of Melbourne. 


Kalgoorlie, Western Australia (Eastern Goldfields section) 
in 1937, Queensland in 1939. 

Sections are legally incorporated under State laws as 
non-profit companies. Section members pay an annual 
subscription, make donations, or raise funds for the objects 
of the association by functions of appropriate character. 

Section members may be individuals, groups, or 
organizations. The Australian Inland Mission is a 
member as an organization and has representation on 


the Federal Council. 
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Section councils control the activities of the flying 
doctor base. Their services are honorary. 

Each section is entirely autonomous, but there is 
cooperation with free interchange of ideas and general 
helpfulness, each section appreciating that the Flying 
Doctor Service knows no State boundaries. At all times 
strong sections help those not so favourably placed at 
that time. Cooperation is a basic principle of the Flying 
Doctor Service at all levels. 

In 1936 a Federal Council was established to coordinate 
all activities and to establish and maintain contact with 
the Federal Government departments concerned. 

Sections established flying doctor bases: At Wyndham, 
Western Australia, in July, 1935, Victorian section; at 
Port Hedland, Western Australia, in October, 1935, Western 
Australian section (sub-base at Meekatharra in 1949); at 
Broken Hill, New South Wales, in 1937, New South Wales 
section; at Kalgoorlie in 1937, Eastern Goldfield (Western 
Australia) section; at Alice Springs in 1939, South Aus- 
tralia section. A wireless base was established at Ceduna 
in cooperation with the Bush Church Aid Society in 1950. 
Cloncurry, Queensland, was taken over by the Queensland 
section on September 1, 1939, and a new base at Charle- 
ville, Queensland, was established in October, 1943. 

Reference to the work as it developed at Cloncurry is 
recorded in THE MepicaL JourNAL oF AUSTRALIA of 
September 15, 1934, at page 345, and in the British Medical 
Journal by A. R. S. Vickers in 1936. 

During the year 1949, 653 medical flights were made 
from the eight bases then in operation and 196,888 miles 
were flown. 

No complete record of medical radio consultations is 
kept, but an indication of the volume of work may be 


taken from Wyndham base where 306 patients were treated | 


by radio against 23 medical flights. Abuse of the service 
and unnecessary calls are very rare. 

No direct charge is made to patients for services 
rendered, but donations are made in most cases. Cost of 
flight may be anything from £40 to over £100. At some 
bases there is a contributory scheme, the annual payment 
varying with the value of the property. 

Members of the organization make donations and raise 
funds, local people organize efforts, race meetings et cetera. 
State governments make contributions, Queensland on 
a pound for pound basis on donations, others in the nature 
of £1000 per annum. 

The Federal Government makes an annual grant of 
£12,500 and has promised £10,000 per annum for three 
years for capital expenditure. 

The cost of the service for maintenance now is £54,000 
per annum and capital expenditure of £75,000 is planned. 

At Wyndham, Port Hedland and Alice Springs, Govern- 
ment medical officers act as flying doctors. At Cloncurry, 
Broken Hill and Charleville the flying doctor is full-time 
and paid by the service. At Kalgoorlie and Meekatharra 
local practitioners act as required. 

It is considered in general that the appointment should 
be for a limited term, but there have already been notable 
exceptions. Dr. Allan Vickers has been a flying doctor 
since 1930, except for an interruption due to war service. 
He has been attached to Cloncurry and Port Hedland and 
is now at Charleville. Dr. G. W. F. Alberry was attached 
to Cloncurry base for fourteen years and Dr. J. G. Woods 
to Broken Hill base for ten years. 

Though, in the main, the life and work of a flying 
doctor has not proved hazardous, there have been times 
of anxiety when forced landings have been made. Dr. 
Jean White, Dr. Alan J. King and Dr. Alberry each had 
the unhappy experience of being lost and out of touch 
with the outside. Fortunately in each case searching 
planes found the lost ones in a few days. 

The service has an insurance policy to cover accident 
during transport. In no case has any harm come to a 
patient as a result of air transport. Planned flights, radio 
contact with planes and multiplicity of wireless outposts 
and landing grounds ensure flight safety. 


Other Inland Services. 


Though the “Flying Doctor Service” is the largest and 
best known medical service in the Inland, there are other 
important organizations operating there. 


In 1924 the Department of the Interior instituted a 
medical service in the Northern Territory under the 
direction of Dr. C. E. Cook. A contribution on a pay roll 
basis provided free medical service and hospital treatment 
when possible. This eliminated private practice in 
Darwin and the Northern Territory. Hospitals were estab- 
lished at Darwin, Pine Creek and Katherine. 

A complaint that the scheme was ineffective because of 
isolation of so many of the contributors was answered 
by one of the medical officers, Dr. Clyde Fenton, in 1934. 
Dr. Fenton, a skilled and experienced pilot, bought a 
“Moth” plane and used it instead of his motor-car in 
visiting out-back patients, receiving the usual shilling per 
mile rebate for travelling expenses. He continued to 
operate a one-man aerial medical service until he was 
accepted as a pilot by the Royal Australian Air Force in 
1940. His exploits have become traditional. For the full 
story refer to his book, “Flying Doctor’, published in 
1947. On April 1, 1939, the service was taken over by the 
Commonwealth Department of Health. 

During the war the army was responsible for medical 
service to civilians as well as army personnel and inlanders 
became accustomed to specialist services which formerly 
were obtainable only at capital cities. 

The medical service now provided by the Department 
of Health is free to qualified residents and local control 
is vested in the Chief Medical Officer at Darwin, who is 
responsible to the Director-General of Health, Dr. A. J. 
Metcalfe. 

Hospitals are located at Darwin, Katherine, Tennant 
Creek and Alice Springs. There is a medical super- 
intendent at Darwin and Alice Springs hospitals. Stationed 
in the Territory also are seven medical officers (one of 
whom is responsible for the carrying out of quarantine 
measures in respect of incoming aircraft and shipping), 
and one surgeon specialist. Hospital treatment is pro- 
vided, both in-patient and out-patient, to Europeans and 
natives alike, and includes dispensary, ambulance services, 
ante-natal clinics, infant welfare, radiography, physio- 
therapy, laboratory and other facilities associated with a 
general hospital. Two health inspectors are stationed at 
Darwin and are available to assist the medical Officer 
(quarantine). A health inspector is stationed at Alice 
Springs also. 

The leprosarium at Channel Island accommodates 

approximately 100 patients, including natives and 
Europeans. The resident staff includes a superintendent 
and four nursing sisters. 
' After the war the Northern Territory Medical Service 
established its own air ambulance service, operating from 
Darwin. Two pilots and a double-certificated sister are 
available for calls, and when necessary a medical officer 
would travel on the aircraft. In addition to providing 
an aerial ambulance service for emergency transport of 
patients to hospital, the Aerial Medical Service makes 
regular visits to missions and cattle stations to provide 
medical service. and carries drugs in several categories 
for issue according to the status of the station. A medical 
officer at Alice Springs acts as flying doctor for the South 
Australian section of the Flying Doctor Service, which 
established the flying doctor base at Alice Springs as a 
memorial to the “Pioneer Women of the State’s First 
Century”. Only one-third of the territory served is in 
South Australia, but State boundaries in this connexion 
are not recognized. 

The Commonwealth also maintains diagnostic labora- 
tories at Darwin and Derby in Western Australia. 

A useful contribution to medicine in the inland was 
made by Dr. Victor H. Webster, medical officer at Tennant 
Creek, who in 1947 published there a handbook of medical 
emergencies—“Bush Medicine”. 

In the south a very useful contribution to inland 
medicine has been made by the Bush Church Aid Society, 
an inland missionary organization of the Church of 
England. This organization in 1938 commenced a flying 
medical service based on Ceduna, South Australia, where 
it had established its first hospital in 1925. Outpost 
hospitals are maintained at Penong, Cook, Tarcoola, 
Wudinna, Rawlinna and Cummins. The service was 
developed by the late Dr. Roy Gibson and his wife, Dr. 
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Freda Gibson, 0.B.E. The “Dragon” plane which carries 
medical officers to outpost hospitals and to emergency calls 
is piloted by Mr. A. Chadwick. A second base was estab- 
lished at-Wudinna in 1947. The Fox “Moth” plane at this 
base was flown by Dr. Russell Roxburgh while he was 
there, and is now flown by a pilot. 


Arthur Graham Butler, Medical War Historian, Aus- 


tralian Medical Services, First World War. 


The Bush Chureh Aid Society thus provides a complete 
flying medical service over an area approximately 900 
miles long, welding a chain of hospitals into one organized 
whole. The hospitals, doctors, nursing sisters and planes 
are operated and work as a closely integrated team for 
the Society. This work is done without government sub- 
sidy. Fees are charged below the usual rates, patients 
are treated according to need, not according to creed or 
ability to pay. Financial loss amounting to thousands of 
pounds is made up by donations, mainly from members 
of the Church of England in capital cities. 

A great loss to inland medicine was sustained in the 
death of Dr. Roy Gibson in 1948, in the midst of his 
usefulness. 

Another organization making a contribution to inland 
medicine is the Queensland Ambulance Transport Brigade. 
This service has centres at the inland towns of Cloncurry, 
Charleville, Mount Isa and Julia Creek, and provides 
effective means of road transport to base hospitals of sick 
and injured persons under expert supervision. At Cairns 
centre, an air ambulance service, which includes a base 
wireless station and some dozen outpost stations, is based 
and provides air ambulance cover over the inaccessible 
country of Cape York Peninsula and portion of the Gulf 
country. A free service is provided to contributors and a 
charge of one shilling and sixpence per flying mile is 
made to non-contributors. Government subsidy on dona- 
tions is received. 

In the inland regions of South Australia the District 
and Bush Nursing Society of South Australia (Incor- 
porated) is represented by a small hospital at Marree—an 
important track and rail junction. 

The Far West Children’s Health Scheme renders great 
assistance to children in outback new South Wales who 
require specialist treatment in Sydney. 

There is a very satisfactory measure of cooperation 
between all these organizations, which all have the same 
ideals of service to the Inland. All have the same 


problems. 
ws, 


’ The receiving and answering of a medical call often 
involve much ingenuity, planning and cooperation, which 
are freely given by residents. Messages may be relayed 
by all means known to natives and white settlers. Trans- 
port may involve a wide variety, when, for various 
reasons, the plane cannot proceed further. 

Mining communities in the Inland have special medical 
problems. The amazing story of the evolution of the 
medical service at Broken Hill is well told in “Down 
Argent Street’, published in 1948 by George Farwell. 
An industry that once held terrible hazards is now safe; 
and a former “plague spot” is now a “health resort”. 
The story of Kalgoorlie and cities of East Goldfields, 
Western Australia, is similar. 

Mount Isa, the other great inland mining centre, is a 
modern development, and the fine medical service it 
possesses was part of planned development. In connexion 
with Mount Isa reference should be made to the first 
medical officer stationed there in 1927, Dr. Doreen 
Hungerford, who is one of a gallant band of women 
doctors who have enriched medicine in the Inland. 

Others of this band are Dr. Edna Thomas of Urandangi, 
western Queensland, who on several occasions has left her 
home and business responsibilities to act as locum tenens 
flying doctor at Cloncurry; Dr. Jean White, who was flying 
doctor at Normanton, for a time a sub-base of Cloncurry; 
Dr. Alexa Maclean, of Tibooburra, north-west New South 
Wales; and Dr. Freda Gibson, O.B.E., of Ceduna, South 
Australia. It might be thought that women practitioners 
would be out of place amid the rawness of ‘Inland life, 
but here are a few who found a useful sphere of practice 
there and will long be gratefully remembered. Dr. Freda 
Gibson received the O.B.E. in recognition of her work 
as flying doctor during the war years. 

In many instances medical men who have interests 
outback have rendered valuable specialist service during 
periodié visits. The late Dr. Leslie Thomson Gillespie, 
of Perth, for many years, when visiting his properties 
in the Port Hedland area, gave freely of his surgical skill 
to help inlanders, thereby saving them the expensive trip 
to Perth for attention. 


Australia), 


(Western 


Athelstan John Henton Shaw 
j 1868-1929. 


The late Professor A. Watson was part-owner of Gregory 
Downs, North Queensland, one of the first stations to be 
equipped with pedal wireless. 

Natives are included without distinction in Inland 
medical services and a large part of routine work con- 
cerns natives. There are various native missions which 
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must necessarily be medical outposts. The mission at 
Ernabella, South Australia, should be mentioned because 
of the great work done there by Dr. Charles Duguid, of 
Adelaide. 


Special native surveys are made from time to time by 
medical officers of Commonwealth and State medical 
services, in connexion with endemic tropical diseases 
—malaria, hookworm, leprosy, leptospirosis, certain fevers 
of the typhus group, dengue and filariasis. This problem 
is an important one which has generally been passed over 
lightly. 


Dr. C. E. Cook, of Commonwealth Health Services, who 
has been actively associated with this problem since 1927, 
has made a very important contribution to inland medicine 
by pointing out repeatedly that endemic, untreated 
tropical disease in natives constitutes a reservoir of 


infection, endangering the tropical white community, and 
by insisting that this problem be tackled. 

After the war, as local applicants were not forthcoming 
for appointment to towns on the north-west coast, the 
Western Australian Government secured the services, first 
of British doctors, and later of New Australians whose 
degrees were not registrable without a period of probation 
practice in the State. These men, who must have found 
conditions extremely strange and difficult, have given 
excellent service. 

Inlanders suffer many disabilities, and there are many 
problems in connexion with Inland life, industry and 
settlement, towards the solution of which little appears to 
have been contributed in the past fifty years. However, 
we as medical people can take pride in the development 
of a medical service which is unique, adaptable, and 
generally adequate, and as a result of which the shadow 
of sickness in the Inland has become much smaller. 


PROGRESS IN THE BASIC SCIENCES 


By W. A. OsBorn_, 
Professor Emeritus of Physiology, the University of Melbourne. 


Tuat the standards of knowledge in the basic sciences 


—physics, chemistry, zoology and botany—demanded in ° 


the curricula of the Australian medical schools have 
improved enormously since the opening of the century is 
easily proved by reference to the examination papers 
which have happily been preserved. The poor showing of 
Australian students in this regard was not a unique 
phenomenon, but was displayed by medical schools else- 
where, particularly in Britain. To make a comparison 
between the two is impossible as in Australia there has 
always been one and one only portal to the profession, 
namely, the university, whereas in Great Britain and 
Ireland tradition, and possibly vested interests, have 
retained non-academic study and registration. We may 
hazard the opinion, however, that the average level in 
Australia at the opening of the century was well ahead of 
that in the parent land, but as against this it must be 
admitted that those universities not possessing medical 
schools, notably Oxford and Cambridge, also examining 
universities such as London, Victoria (Manchester), and 
the Royal University of Ireland, insisted upon a higher 
calibre of teaching and examination in these preliminaries 
than in the Australian schools, though this would rank 


well below what is demanded of students in the Common- © 


wealth today. In the medical schools of the London 
hospitals the equipment for teaching the basic sciences 
was poor and the standing of the teachers low, and in 
consequence the students, however admirable their ground- 
ing in the clinical subjects, were indifferently prepared 
in the fundamentals. The reasons for this poor repute of 
medical schools in the basic sciences fifty years ago are 
fairly obvious. Botany had only recently emerged from 
a utilitarian study of the classification, detection and 
culture of medicinal herbs, and plant physiology was only 
slowly finding its place. Zoology was purely morpho- 
logical, with no hint of the functional; even today com- 
parative physiology is almost a terra incognita except in 
genetics. Teaching in chemistry laid emphasis on the 
properties, preparation and detection of metallic salts, 
with organic chemistry treated as the Cinderella of the 
science. Clinical examination of urine and gastric con- 
tents was largely concerned with empiric tests. The 
physics was traditional in range and showed extra- 
ordinarily little correlation with medical requirements; 
the student was subjected to innumerable trick questions 
regarding projectiles, Atwood’s machine and motion on 
inclined planes. Text-books of physiology were compelled 


to give space to the theory of the polarimeter and ophthal- 
moscope; that the treatment of physical topics was 
moderately good is a tribute to the teachers of physiology, 
but occasionally errors slipped in; for example, a book on 
physiological optics written by a distinguished ophthal- 
mologist began with the words: “Light is the specific force 
which, etc,”—a statement likely to make the physicist 
shudder. Another factor of considerable importance was 
that students, whilst attending classes in the basic sciences, 
were engaged in hospital work and had to listen to 
pungent comments of their clinical instructors on the 
comparative or actual uselessness of these preliminary 
pursuits. “You are going to be, one day, good doctors 
we hope, not physicists or chemists” was the usual criti- 
cism dinned into their ears. 


When in 1895 Réntgen discovered the nature and use 
of X rays, the members of a startled profession realized 
that here was an important and highly practical appli- 
cation of a branch of physics of which they were com- 
pletely ignorant. Later came the string galvanometer and 
many other instruments of precision measuring and 
recording physical properties of matter and necessitating 
a much wider acquaintance with the science of natural 
philosophy. In chemistry the empiric tests for a variety 
of substances came to demand a knowledge of underlying 
theory, whilst many chapters of organic chemistry, hitherto 
regarded as academic, became charged with meaning; for 
example, in the constitutional formule of the sterols was 
found the clue to much vitamin and hormone activity. 
Pharmacology also demanded an ever-increasing knowledge 
of non-metallic chemical substances, both natural and 
synthetic. Hence we find today the basic sciences studied 
with a width and exactitude undreamed of half a century 
ago. This has necessitated a better discipline of mathe- 
matical training. The writer well remembers how, in the 
year 1904, his use of the word “logarithm” led to a round 
of applause from his class of physiology—the students had 
not heard the word before! As medical science progresses 
it draws more and more on the basic principles and 
procedures of chemistry, physics and biology, and whilst 
the directly useful in each must be singled out for 
particular study, the fact that what today seems remote 
from human needs may tomorrow assume almost alarming 
practical importance must operate on the framers of 
medical curricula and make them catholic in their 
inclusion of all the basic sciences have to offer. 
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All articles submitted for publication in this journal should 
be typed with double or treble spacing. Carbon copies should 
not be sent. Authors are requested to avoid the use of 
abbreviations and not to underline either words or phrases. 


References to articles and books should be carefully 
checked. In a reference the following information should 
be given without abbreviation: surname of author, initials 
of author, year, full title of article, name of journal without 
abbreviation, volume, number of first page of the article. 
If a reference is made to an abstract of a paper, the name 
of the original journal, together with that of the journal 
in which the abstract has appeared, should be given with 
full date in each instance. 

Authors who are not accustomed to preparing drawings 
or photographic prints for reproduction are invited to seek 
the advice of the Editor. 


THE COMMONWEALTH JUBILEE. 


On January 1, 1951, the Commonwealth of Australia 
celebrated its fiftieth birthday. All that happened on 
January 1, 1900, can be remembered only by the older 
members of the community, but it was an event of the 
greatest importance for every Australian today and for 
everyone who will achieve the right to be called Australian 
in the future. Indeed the Federation of Australia may yet 
be of importance to other nations of the earth. The story 
should be familiar to the Australian people—it is well told 
in a comprehensive article in the “Australian Encyclo- 
pedia”, and in the last few days the newspapers throughout 
the Commonwealth have been full of references to it. The 
Commonwealth Government has done well to organize 
official celebration of the jubilee, and the people of Australia 
as a whole will, it is hoped, join wholeheartedly in the 
rejoicing. This Commonwealth Jubilee Number of THE 
MEpDIcAL JOURNAL OF AUSTRALIA has been compiled and pub- 
lished as part of the celebration in order to show how the 
practice of medicine has- developed in this country during 
fifty years. The record will give cause for satisfaction in 
many respects; human endeavour has done a great deal, 
but peculiarities of time, place and distance have had a 
share in the shaping of events. At the same time the 
record will show that there are deficiencies and that the 
development must go on—in some spheres development 
has been slower than in others. It would be possible to 
discuss at some length the factors, apart from research 
and clinical observations, which have contributed to our 
medical growth. This will not be attempted, but mention 
must be made of the Royal Commission on Health 
appointed by the Commonwealth Government in 1924. 
George Adlington Syme was chairman and the three 
medical members were F. S. Hone, Robert H. Todd and 
Jane N. Greig. The report was published in extenso in 
this journal on January 16, 1926. This document will 
well repay perusal today; nearly all its recommendations 
have been carried into effect and there is no doubt that 
it was one of the most important medical events of the 
half century. 


In the contributions to this issue an effort has been 
made to cover as much of the ground as possible. The 
Australian point of view has been berne in mind and the 
growth and development of the medical sciences in general 
have not been emphasized. This seemed to be advisable, 
for after all this jubilee is a milestone on the Australian 
journey. To the authors of the several contributions we 
tender our thanks. In accepting these contributions and 
in being grateful for them, we as a profession must not be 
complacent. When our friends have birthdays we wish 
them many happy returns of the day. In the present 
instance our wish will be for ourselves and for our brother 
Australians. It will be of little use to wish for happiness 
in the future and to do nothing more; we must try to 
achieve it, and this is true for the whole community. It 
means that each of us will have to work for the other as 
well as for himself; if we work for the other we shall 
at the same time work for ourselves, though we know it 
not. Qualities of heart and hand are needed for sound 
work—the heart and hand are complementary the one to 
the other. The work will be long and indeed continuous, 
and difficulties and hardships will be met, so that patience 
will be tried and endurance tested. If it were not so, the 
work would not be worth doing. The history of Australia 
has not been a story of easy adolescence (we are still a 
young nation), of pleasure and placidity. And we shall 
be the better for any turbulence that we combat and for 
troubles that we overcome. It is in this way, of course, 
that character is built. To many this will be perfectly 
trite, but it must nevertheless be stated. In his article 
Dr. R. Scot Skirving refers to the Boer War and gives 
his opinion that war is not an unmixed evil, for the reason 
that it is the best possible corrective to selfishness. The 
same may be said of certain other national crises and 
disasters. We may perhaps adapt to the occasion the 
words of the prophet Malachi and say that war and other 
calamities are like a refiner’s fire; when we have 
been purified and purged we shall be able to make an 
offering to humanity in righteousness. If we do this the 
nations in the years to come shall call us blessed, for we 
shall have “a delightsome land”. 


PROGRESS. 


THE “idea of progress” was described by Rheinhold 
Niebuhr in his Gifford Lectures of 1939 as the most 
characteristic and firmly held article in the credo of 
modern man. W. R. Inge in one of his “Outspoken Essays” 
goes so far as to declare that the belief in progress, not 
as an ideal but as an indisputable fact, not as a task for 
humanity but as a law of Nature, has been the working 
faith of the West for a hundred and fifty years. If we 
ask what the term human progress—now almost a cliché— 
means, we gain a certain amount of help from the 
dictionary. The figurative meaning of progress is stated: 
“Going on to further or higher stage, or to further and 
higher stages successfully; advance, advancement; growth, 
development, continuous increase; showing good sense; 
advance to higher and better conditions; continuous 
improvement.” It will perhaps be said that man is an 
intellectual being with will and determination, that he 
can learn as he lives, that he goes from conquest to 
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conquest and that this surely means progress. This view 
is, of course, illusory. Keyserling in his “Creative Under- 
standing” points out that progress in mere ability does 
not mean true progress, because it applies only to the 
means of expression of life and not to life itself. To 
talk of human progress implies, as the dictionary tells us, 
a gradual advance or ascent to a higher stage or to higher 
and better conditions, until finally perfection may be 
attained. Nicholas Berdyaev puts it well in his book, 
“The Meaning of History’. He writes that the positivist 
doctrine of progress states that in the torrent of time and 
generations whereby the destinies of human history are 
achieved, man advances steadily to some strange untrodden 
height, to some nobler and better state in relation to 
which all that has gone before is but a means and an 
instrument and not an end in itself. “In the light of 
progress every human generation, every individual, every 
epoch of history, are but the means and instrument to 
this ultimate goal of perfection, this ultimate humanity 
perfect in that power and happiness which are denied to 
the present generation.” This will be most fortunate for 
the last generation which sees, and is, perfection, but does 
not offer much to all the generations which will have 
preceded it. Berdyaev writes that from the religious and 
ethical points of view the positivist conception of progress 
is inadmissible, “because by its very nature it excludes 
a solution to the tragic torments, conflicts and contradic: 
tions of life valid for all mankind, for all those generations 
who have lived and suffered’. Niebuhr holds that the 
idea of progress is the inevitable philosophy of history 
emerging from the Renaissance and that the result was 
achieved by combining the classical confidence in man 
with the Biblical confidence in the meaningfulness of 
history. History is filled with endless possibilities and 
these may be both good and evil. In other words every 
“new human potency” may be an instrument of chaos as 
well as of order. No one can say with truth that the 
world as a whole is any better than it was in olden times. 
The civilizations of Greece, and of Babylon before Greece, 
saw a flowering of the human spirit which has not been 
seen since. Had progress taken place, man today would 
be on a higher spiritual level than that enjoyed by the 
Athenians and Babylonians. If it was possible to make 
a chart of human progress, the resulting graph would 
look something like the chart of a patient with violent 
malaria. The ordinate would rise to peaks now and again, 
but always it would come toppling down to zero, or all 
but zero. These peaks would have nothing to do with 
modern inventions—with internal combustion engines 
and other machinery, with the harnessing of electricity to 
its countless purposes, or with the loosing of atomic 
energy. These things are not signs of progress, but signs 
of power. Albert Schweitzer writes that the man of 
modern times becomes optimistic, not because deepened 
thought has made him understand the world in the sense 
of world-affirmation and life-affirmation, but because 
discovery and invention have given him power over it. 
We do well to ask ourselves whether some of the gains 
of mankind, especially in these latter days, have not been 
bought at too high a price. It may be pertinent to draw 
attention to Berdyaev’s view that the fundamental weak- 
ness of the idea of progress lies in its attitude to the 
insoluble problem of time. “The only possible solution of 


universal history and its antithesis is in terms of a 
victory over time, over its disruption into past, present 
and future, over its disintegration into reciprocally hostile 
and devouring elements. The solution of the destiny of 
universal history involves the definite conquest of ‘ime’s 
corruptible nature. No doctrine of time admits of any 
such hope or purpose, either as a fact or as a problem.” 
Later he writes: “From the standpoint of the present, the 
future is no richer in reality than the past, and our efforts 
should be with reference, not to the future, but to that 
eternal present of which both future and past are one.” 


While we may agree with Inge in regard to what he 
calls the “superstition” of the progress of mankind, we 
need not be entirely pessimistic. Progress is possible for 
the individual and indeed is often manifest; history has 
many records of men who have made progress in the 
sense in which it is here discussed, and most of us have 
known persons of whom the same may be said. Progress 
is the prerogative of individual man alone. Robert. 
Browning knew this when he wrote that progress was— 

Man’s distinctive mark alone, 

Not God’s, and not the beasts’: God is, they are, 
Man partly is and wholly hopes to be. 

He could not, what he knows now, know at first; 
What he considers that he knows to-day, 

Come but to-morrow, he will find misknown; 
Getting increase of knowledge, since he learns 
Because he lives, which is to be a man, 

Set to instruct himself by his past self: 

First, like the brute, obliged by facts to learn, 


Next, as man may, obliged by his own mind, 
Bent, habit, nature, knowledge turned to law. 


Man, indeed, as Browning also wrote, “was made to grow, 
not stop”. But there will be growing pains in plenty, 
and many a call for courage. The aim must be to live 
“in the knowledge and enjoyment of the absolute values, 
Truth, Goodness, and Beauty” in as far as we can encom- 
pass them. Our ideals must be high. Inge writes that “if. 
our ideals are of gold, there is an alchemy which will 
transmute our external activities, so that our contributions 
to the spiritual temple may be no longer ‘wood, hay and 
stubble’, to be destroyed in the next conflagration, but 
precious and durable material”. Man can never come 
to a full understanding of truth; if he could he would be 
God, not man. He is destined always to pursue and never 
to overtake, but in his pursuit he may catch a glimpse 
of one of the facets of truth. He may do this if he 
remembers that 

. .. life, with all it yields of joy and woe, 

And hope and fear,... 


Is just our chance o’ the prize of learning love, 
How love might be, hath been indeed, and is. 


Men and women with ideals who try to encompass truth, 
goodness and beauty, alone can keep the ordinate in our 
imaginary graph from falling to zero. It is on them that 
hope for the world rests—and we must have hope; without 
it, we are doomed. 


IN THE VAN LOON MANNER. 


It was a winter night, rough and frore; the wind howled 
round the house and the icy rain fell with such noise and 
force that it seemed likely before long to put Niagara to 
shame. Two—the writer and another—sat in generous 
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armchairs before an open fire, the only source of light 
in the room. The wood was dry and resinous, giving now 
and then leaping flame and showers of sparks and also 
a fragrant and grateful aroma. The setting was a 
comforting contrast to the rage of the tempest outside. 
Talk was of medicine, for the two had been medically 
trained, and of life and of purpose and progress and of 
such topics as engage the attention of most medical folk 
in their serious moments. Then with return to the actual: 
“Oh, to be a G.P. on a night like this and to be called 
urgently across the river!” “Thank you, no; but no doubt 
some hero is doing such duty at this very moment.” And 
so the conversation passed to the doctor’s ability to cure 
his patient and to the means of treatment at his disposal 
today in comparison with what the two friends had known 
when they graduated in the early years of the century. 
A blast of wind and rain heavier than usual seemed 
almost to shake the house, and: “I wonder whether 
Hippocrates and the other old fellows of long ago had to 
go out on nights like this.” “I expect so, but they prob- 
ably grumbled as we do, for they were surely men of like 
passions with us.” “Quite! You know, I never think of 
Hippocrates without recalling his aphorism: ‘Life is short, 
and the art long; the occasion fleeting; experience 
fallacious, and judgement difficult’.” “Yes. About ten 
years ago a translation of the works of Hippocrates, by 
Francis Adams, was published. In a chapter headed ‘The 
Law’ there is a statement something like this: ‘Medicine 
is of all the arts the most noble; but, owing to the ignor- 
ance of those who practise it, and many of those who, 
inconsiderately, form a judgement of them, ii is at present 
far behind all the other arts.’ Wouldn’t it be exciting if 
we could resurrect some of the old figures and hear them 
talk about the world of medicine as we know it.” Just 
then a fresh piece of wood which had been put on to the 
fire burst into flame and lit up the books on a Shelf 
close by. Light fell on the jacket of a book, “Van Loon’s 
Lives”. With pointing finger said one: “There was a 
man who did it. Have you read his book? No? You 
should. He and a friend—it might have been you and me 
—succeeded in recalling to earth many famous people. 
He invited strangely aSsorted couples and groups to 
dinner, and they came—such folk as William the Silent 
and George Washington; Saint Francis, Hans Andersen 
and Mozart; Dante and Leonardo da Vinci and so on. 
On the question of how he got into contact with his 
people, he refused to be drawn. He said that the method 
was really quite simple, but that it had to remain a 
secret.” “If it was so simple for him to bring the famous 
personages of the past to talk with him, he ought to be 
able to come and talk with us.” “That’s an idea. Let us 
ask him together.” Then the two cried out together: 
“Van Loon, come talk with us”. The fire had burned low, 
but it sprang into life again and there standing by the 
hearth was a man holding out his hands; it was a few 
moments before he was clearly to be seen. His eyes 
compelled attention; they were large and deep and 
bespoke understanding, but with the kind and friendly 
smile of his face they had a suggestion of amusement. 
“Why do you both look at me like that? I might be 
Mephistopheles appearing to Faust from your affrighted 


look.” “Who are you?” “I am Hendrik Willem Van Loon. 
You called me and here I am. You might offer me a 
chair.” The two friends sprang to hospitality, drew up 
another chair for their guest, and placed it between their 
own. 


“Why did you want to see me?” “We did want to see 
you, but you came so quickly.” “Of course. In the spirit 
world there is no time. You remember that the Good 
Book says something about a thousand years being as 
but one day, and one day as a thousand years. That is 
how it is. When we escape from the world of the body, 
the visible world of flesh and blood, we leave time behind 
us. So when I knew that you wanted to see me it was not 
a question of how long it would be before I could come; 
I just came. What made you want to see me? What were 
you talking about?” “We were talking about medicine 
—we are both medical men, you know—about medicine as 
it is today and medicine as it used to be away back down 
‘the arches of the years’. Just now we are celebrating a 
jubilee in Australia; it is fifty years since the people of 
this island-continent decided to give up their artificial 


‘divisions into colonies, their jealousies, their suspicions 


and their petty differences, and band themselves together 
to become a united people. But probably you know all 
about that. We were thinking about medicine in Australia, 
not that it is in essence different from medicine in other 
parts of the modern (or shall we say civilized?) world. 
Thoughts of that kind and the howling storm somehow or 
other led us to talk of Hippocrates and the other ‘path- 
finders’ of medicine. We thought it would be good to talk 
to some of them, and when our eyes lighted on your book 
there on the shelf, we thought we should like to see you. 
And that is just how it happened.” “Yes, I understand. 
You thought I might act for you as a kind of medium. 
No! please don’t protest.’ I have no objection to such a role. 
In the spirit world we all help one another; that is one 
of the first things that we learn when we join it. I can 
see at once how useful it would be to you if you could 
have talk with those pathfinders as you call them. Let 
me see—I can’t imagine that I would be able to bring 
them all to see you. There are too many of them. If only 
I could take you both for a while to them! I wonder.” 
There was for a space Silence in the room. The fierceness 
of the storm had not abated and the fire crackled and 
blazed as though even the flames were enjoying them- 
selves. And then: “Yes, I think so. It can be a kind 
of ‘special purposes’ visit. But I see doubt and perhaps 
fear in your eyes. You need have no fear. What I mean 
by special purposes is that you will go in order that your 
eyes may be opened to see how you and medicine stand 
in relation to the spirit world. You will not ask or expect 
to learn anything on the personal side, for example, about 
any of those of your own people who have gone before 
you. Let us lean back in our chairs. Each of you must 
give me a hand to clasp and then close your eyes and try 
to sleep. That is right. Soon you will hear neither wind 


nor rain. So...’ 
We stood on a marble pavement in a circular edifice of 


enormous size. It seemed as if it should have a domed 
roof, but no dome could be seen. The walls looked as 
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though they were of rough-hewn granite. There were no 
windows, but we could see. Light seemed to have no 
source; it just was. There was, it seemed, no need to 
breathe. If there was air it must have been a superior 
kind of oxygen or else . . . But Van Loon explained: 
“You are in the spirit world, you do not breathe; that is 
a function of the body.” We seemed to understand. And 
Van Loon said to one of those who stood by—we were 
surrounded by what must have been spirits in the form 
of men—“Have you seen Hippocrates? Oh! here he is.” 
Hippocrates was tall and venerable and we knew him 
at once. He smiled a welcome to us, and we greeted him 
as the Father of Medicine. “Nay, do not call me that”, 
Said he, “that was due to an accident of human time and 
the date of my birth. Let us walk along the pavement 
—come, one on either side of me—and I can talk as we go. 
Our brother Van Loon has told you that when men 
enter the spirit world they leave time behind them. It 
is very necessary that you should understand that most 
important fact. In human medicine, the medicine practised 
by man and the medicine which I loved and still love so 
dearly, you aim to heal man, to make him whole. You 


are concerned with man’s mind as well as his body, and — 


this is as it should be. Here in the spirit world we know 
a man whole, a man in his entirety. Here we know that 
life in the body is but a part of life, and that life in 
the body is not a string of isolated happenings that take 
place in different stages of infancy, childhood and so on 
up to old age. The body-life of man is one whole and 
nothing that he does is just a thing of the moment. His 
thoughts and actions are part of his whole body-life and 
cannot be separated from it. But I expect you know this 
kind of philosophical teaching; many men do. You can 
carry that idea further and apply it to the jubilee which 
Brother Van Loon reports that you are celebrating in 
Australia and in Australian medicine as one part of your 
—what shall I call it?—your set-up. This period of fifty 
years is only an episode in the life of your continent. 
It matters very much what you all do with your country 
or for it. You cannot treat it with lack of wisdom on one 
of your earthly days or in other periods of time and then 
expect to erase the effects of that deed by some enactment 
or political volte-face or other collective action. The 
same holds of course for the good that you do and for 
the heroism which you display. It was.not for nothing 
that the heights of Gallipoli were stormed and the hazards 
of New Guinea warfare set at nought. This, if you will 


allow me as a fellow-doctor to suggest, is a message which 


you may take back with you when you return shortly to 
time and the body-life. But let us talk of medicine and 
of what men do to help what you call its progress. In 
the body medical men make discoveries, propound theories 
and carry out experiments. Some of them stand the test 
of your earthly time; some don’t. Inasmuch as things 
are done for the love of man and for the pursuit of 
knowledge for its own sake, they are counted to those who 
do them for righteousness and honour. But you may say 
that the giants in medicine are few and that honour of 
this kind cannot therefore be widespread. That would not 
be right. It is just as important to be faithful in little 
as in much. Men are not all equally endowed and have 
not all the same opportunities. In the spirit world there 
is no jealousy or envy, there is no thought of priority, 


there is no malice and no uncharitableness. Here we 
know that a man who has been faithful in little is as 
worthy as he who has done what are called great things. 
In the spirit world we know truth and understand love 
and beauty. Truth is indivisible, and all who have tried 
to find it, great or small, are of equal value. Look to 
the right—there is Robert Koch, whose four postulates 
have for so long been of use in human medicine. He 
surely remembers, even now, and must be glad. There is 
Andreas Vesalius who learned about the human body when 
there was much to know, and there Edward Jenner; and 
lots of others are here too—Addison, Bright, Lister, 
Pasteur and Osler. These famous people are here with 
many like them and with others of what you would call 
lesser rank. It is important, I think, for you to remember 
that when truth is discovered, as it is in the spirit world, 
one’s previous strivings towards it, however strenuous 
they may have been, are remembered, if at all, with the 
strivings of all others towards the same objective. It 
would be repulsive to suppose that Robert Koch still 
thought of his four postulates as of exceptional importance 
or that Edward Jenner looked in that same way on vaccina- 
tion. And it would be distressing to think that Sigmund 
Freud, whom you see close by, was preoccupied with sex, 
especially as sex is unknown in the spirit-world.” This 
Hippocrates said with a smile and a twinkle in his eye. 
He had a sense of humour without a doubt. “Come and 
you shall talk with some of those whom you know by 
name and with others, the ‘spirits of just men made 
perfect’.” Soon the three were in the centre of an animated 
group with Van Loon in close attendance. Questions were 
asked and answered and hopes were expressed and wishes 
extended for the consummation of medicine in the world 
and the elimination of disease. One bright-eyed and 
happy individual said that he had been in the island of 
Wozz' and that he hoped Australian doctors would live 
as the people in his island did. But just at that moment 
the group was joined by one for whom all made way. 
Hippocrates greeted him: “Paul, you who were known as 
Saul of Tarsus, these two are doctors visiting us from 
Australia and, like most doctors, they have read your 
famous letters; can you give them a message to take back 
with them when they return to their. country?” Paul 
looked longingly at them as though moved to the depths 
of his being, and said: “Tell your fellows that the fruit 
of the spirit is love, joy, peace, long-suffering, gentleness, 
goodness, faith, meekness and temperance. Tell them also 
to be mindful of the three cardinal virtues—faith, hope 
and love, of which the greatest is love.” All who were 
present bowed in silent assent. 


It was morning and the sun shone as though reluctant; 
its rays sought to penetrate the shuttered room—the 
tempest had died, but the cold and frost remained. The 
two friends woke in their chairs and stretched before 
the fire which, strange to relate, was still burning. What 
had happened? Had they been dreaming or had they been 
on a journey? Soon they had no doubts, for on each 
arm of the centre chair lay a book, printed on exquisite 
paper and beautifully bound in leather. The books bore 
the title: “Van Loon’s Lives” and each copy was inscribed 
in a bold hand: “With the author’s compliments and 
good wishes.” 


1See Tue Mepicat JouRNAL or AUSTRALIA, January 21, 1950. 
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Che British Wedical Association in 
Australia. 


DEVELOPMENT DURING FIFTY YEARS. 


Dur1nc the last fifty years the British Medica) Association 
in Australia has striven to attain its double objective, the 
promotion of the medical and allied sciences and the 
furtherance of the welfare and interests of the profession. 
It has been the organizing body of the profession. The 
organization of the profession has been described as ‘“‘the 
building together of.the medical practitioners in each State 
to form a single coherent and functioning unit and the 
further forging of links between the States to form one 
body, which, in matters of common interest, may speak 
with one voice and act with one intention”. By 1901 all the 
Australian Branches of the Association were in being with 
the exception of the Tasmanian Branch which was granted 
official status by the Parent Body in 1911. In 1961 the 
New South Wales Branch had 394 members; in 1950 the 
total had become 2970. In 1901 the South Australian Branch 
had 134 members and in 1950 the number was 600. For 
the Queensland Branch the figures were 34 and 860. For 
Western Australia they were 60 and 450. The Victorian 
Branch carries on a symbiotic existence with the Medical 
Society of Victoria which was established in 1852. The 
Victorian Branch was established in 1879 and the symbiosis 
began in 1907. Figures for the Victorian Branch for the 
year 1901 are not available, but during 1900 there were 300 
members of the Medical Society of Victoria. During 1950 
the combined bodies had a membership of 2070 with 22 
honorary medical members. Figures for the Tasmanian 
Branch at its inception are not available, but during 1950 
the membership total was 184. There are approximately 
8000 medical practitioners in Australia and the member- 
ship of the British Medical Association comprises thus a 
little more than 85% of all practitioners. 

The Branches have been divided in most States into 
sectional groupings. Sections for the study of special 
subjects have been formed and there are in most Branches 
subdivisions or Local Medical Associations. These local 
associations and subdivisions are an important link between 
Branch Councils and members. Through them members 
can be given details of any matters under discussion. 
Sometimes members. of Council or executive officers of a 
Branch visit local bodies when matters of vital importance 
are being considered and discussions at conventions or 
convocations take place when deemed necessary between 
representatives of local bodies and the Council. On the other 
hand it was not long after Federation that the Branches 
felt the need of union and formed “a single coherent and 
functioning unit” in the form of the Federal Committee; 
this was in 1912. The first chairman was the late William 
Thornborough Hayward; the late George Adlington Syme 
was vice-chairman, and the late Robert Henry Todd, 
honorary secretary. One of the objects of the formation of 
the Federal Committee was the setting up of a single 
medical journal for the whole of Australia. The result 
was the production of THE MEDICAL JOURNAL OF AUSTRALIA, 
the story of which has been told in these pages on several 
occasions. In 1933 the Federal Committee became the 
Federal Council. It is this body which at present binds 
the Branches together and speaks for a united profession. 
The scientific work of the Association is carried on chiefly 
at the scientific meetings, clinical demonstrations and dis- 
cussions held by the several Branches throughout the year. 
The Federal Council has in its care the holding of the 
sessions of the Australasian Medical Congresses. This is 
the result of what we may call one of the consolidating 
moves of the Federal Committee. Before the foundation of 
the Commonwealth the congress was known as the Inter- 
colonial Medical Congress. Sessions were held at Hobart in 
1902, at Adelaide in 1905, at Melbourne in 1908, at Sydney 
in 1911, at Auckland in 1914 and at Brisbane in 1920. Up 
to the holding of the Brisbane congress in 1920 no 
organization was responsible for congress. The first Aus- 
tralasian Medical Congress (British Medical Association) was 
held at Melbourne in 1923, the second session was held at 
Dunedin (New Zealand) in 1927, the third session was held 
at Sydney in 1929, the fourth at Hobart in 1934, the fifth at 
Adelaide in 1937, the sixth at Perth in 1948, and the 
seventh at Brisbane in 1950. The Federal Council has a 
direct representative on the National Health and Medical 
Research Council and it speaks for Australia at such 
gatherings as the assemblies of the World Medical Associa- 
tion and the British Commonwealth Medical Conference. 


In relation to the Branches of the Association it is 
analogous to the Commonwealth Government and its 
relations with the several States. In other words medicine 
in Australia has followed the lead of statecraft in its 
adoption of Federation of which the jubilee is now being 
celebrated. There is no reason why Australian medicine 
with Australian statecraft should not go from strength to 
strength. 


Che Development of the Specialties in 
Qustralia. 


THE inevitable growth of specialism in Australian 
medicine during the last fifty years has been discussed 
earlier in this issue by Sir Charles Blackburn. A picture 
of general practice at the dawn of the century has been 
painted by Dr. Robert Scot Skirving and descriptions of 
general practice in urban and in country areas at the 
present time have been given by Dr. Leigh Cook and Dr. 
L. H. Mallen respectively. In what follows it is intended 
to give a bird’s-eye view of the growth of the specialties 
themselves with the exception of internal medicine and 
surgery which have already been discussed. The develop- 
ment of the several specialties and the branching off of 
new spheres of study and practice in Australia have, of 
course, been the result of increase in knowledge and the 
subject might well be described from this point of view, 
but growth of population, the growth of Australia as a 
nation, and the improved means of transport have heen 
important factors. By and large it is probably correct to 
say that the development of the specialties as shown by 
the number of persons practising them, has been of slower 
growth in Australia than it has in the older and more 
populous centres of the United Kingdom. Be that as it may, 
the interest taken in the specialties by their devotees has 
been reflected in the number of sections of the several 
Branches of the British Medical Association and other 
medical societies which have been formed for their special 
study. In many of these special fields some of the older 
practitioners made important contributions. 


OBSTETRICS AND GYNASCOLOGY. 


Ir is just over a hundred years since Semmelweis did 
his work on puerperal septicemia and since Oliver Wendell 
Holmes affirmed the contagiousness of puerperal fever. 
Pasteur and Lister came later, and when the new century 
broke, the practice of obstetrics may be said to have been 
on a relatively high plane of efficiency. Anesthesia had 
helped, and antisepsis, and before long came the use of 
india-rubber gloves. Doctors knew that pregnancy, labour 
and the puerperium should be a normal process, in other 
words free from complication; but the complications then, 
as now, caused endless discussions and formed the subject 
of many reports. The late Fourness Barrington in an 
address at the Australasian Medical Congress in 1920 at 
Brisbane said rather quaintly that child-bearing was the 
greatest industry of human existence, and in a message 
long remembered, referred not only to the responsibility 
of the profession, but to the education of the public in 
preventive obstetrics. The practice of ante-natal care, 
introduced mainly through the work of J. W. Ballantyne 
early in the century, was widely taught and became 
gradually part of the normal routine in the practitioner’s 
eare of his patient; abdominal palpation before labour and 
in its first stages, already taught, was systematized by 
J. C. Windeyer, of Sydney, in 1926. 

A fact which ‘must be looked on as having promoted 
the welfare of the parturient woman in Australia is the 
payment made under the provisions of the Maternity 
Allowance Act introduced in 1912. At first the sum of £5 
was paid for each confinement resulting in the birth of a 
viable child; at present the sum is £15. If the mother has 
one or two other children under the age of sixteen years 
she receives £16; if she has three or more she receives 
£17 10s. If the pregnancy is multiple £5 is paid for every 
extra child. 

Other developments which have had a profound influence 
on the practice of obstetrics in Australia are the establish- 
ment of chairs in obstetrics at three of the four medical 
schools and the events which preceded the establishment 
of the chair in.Melbourne. It will be remembered that the 
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Edward Wilson (Argus) Trust fathered a two years’ 
statistical investigation into the practice of obstetrics in 
Victoria and that Dr. Marshall Allan was appointed Director 
of Obstetrical Research. Possibly the interest of the Trust 
had been aroused by a competition for a prize essay in 
1924, the prize having been made available by an anony- 
mous medical donor. The competition was keen and the 
prize was won by Dr. E. Sydney Morris, whose essay was 
published in this journal. The first professor of obstetrics 
Was appointed in 1925 at the University of Sydney in the 
person of J. C. Windeyer; and as was to be expected after 
his successful work as Director of Obstetrical Research, 
R. Marshall Allan was appointed professor at the University 
of Melbourne. G. W. Shedden Adam was appointed professor 
of obstetrics at the University of Queensland in 1988. 
Several of the Branches of the British Medical Association 
established sections devoted to the study of obstetrics. In 
the University of Adelaide no professor of obstetrics has 
been appointed, but for years the work that would have 
been carried by the holder of such an office was in the 
capable hands of Dr. T. G. (now Sir George) Wilson. He 
was succeeded in 1944 as “Director in Obstetrics” by Dr. 
W. F. Joynt. The New South Wales Branch inaugurated a 
Section of Obstetrics and Gynecology in 1925; the Victorian 
Branch and the Queensland Branch established Sections of 
Obstetrics. The sections have carried out a useful function, 
but in some of them the interest has been inclined to wax 
and wane. The most important sign in the development of 
the practice and teaching of obstetrics and gynecology has 
been the inauguration of a regional council of the Royal 
College of Obstetricians and Gynecologists. This was dis- 
cussed in the editorial columns of this journal in the issue 
of March 5, 1947. 


Gynecology has taken a place of greater prominence in 


Australian medical practice as the years in the half-century | 


have advanced. With the perfection of surgical technique 
gynecological procedures have become increasingly safe. 
Of the gynecological operations of the half-century which 
extended the range of pelvic surgery, pride of place must 
be given to Wertheim’s operation which he introduced in 
1906. This procedure has had many able exponents in 
Australia, and the visit of Victor Bonney to the Common- 
wealth in 1928 focused the attention of Australian and 
New Zealand surgeons on it. Mention of the Wertheim 
operation naturally calls to mind deep X-ray and radium 
therapy. In this connexion mention should be made of the 
reports by Robert Fowler and W. . H. Cuseaden in 
Victoria and by H. H. Schlink and others in New South 
Wales on the results of the irradiation treatment of 
malignant disease of the uterus. The establishment of 
special hospitals for obstetrical and gynecological patients, 
especially in connexion with the four Australian medical 
schools, has played an essential part in the development 
of obstetrical and gynecological practice, and departments 
of gynecology in teaching hospitals have disseminated 
knowledge and set a standard in surgery of the female 
pelvis. The late Ralph Worrall, for a long period regarded 
as the doyen of Australian gynecology, was directly respon- 
sible for the inauguration of a department of gynecology 
at Sydney Hospital, before that institution became a 
teaching hospital. 

Other names which recall important service to both 
specialties in the past are those of Joseph Foreman, S. H. 
MacCulloch, Edward Thring and Fourness Barrington in 
Sydney, Rothwell Adam, R. H. Fetherston, M. U. O’Sullivan 
and Arthur Wilson in Melbourne, and A. A. Lendon in 
Adelaide. 

Not many books on obstetrics and gynecology of text- 
book standard have been published in Australia, but those 
which have appeared recently are indicative of a growing 
self-reliance in the united specialties. The two books on 
obstetrics by Professor B. T. Mayes and the text-book on 
gynecology by H. H. Schlink come to mind. Mention 
should be made of F. A. Maguire’s book on the anatomy 
of the female pelvis. We recall that in 1905 the late W. J. 
Stewart Mackay published a book on “The Preparation and 
After-Treatment of Section Cases” and that in 1911 he 
produced a volume on “Operations on the Uterus, Perineum 
and Round Ligaments”. 


CHILD HEALTH. 


In 1901 the population of Australia was 3,773,801 and 
the infantile mortality rate (of children under one year 
of age) was 96°01 per thousand live births registered; in 
1947 the population was 7,580,820 and in 1946 (the latest 
date for which figures are available) the infantile mortality 


rate was 29-01. This enormous drop must be credited to 


‘preventive medicine and to the various forms of social 


legislation which have been introduced from time to time. 
Neither preventive medicine nor social legislation has, of 
course, been peculiar to Australia, but Australia, as pointed 
out in the editorial columns of this journal last July, stands 
well today in comparison with many other countries. The 
death rates per thousand of children under one year of 
age for 1946 were: New Zealand, 25; Australia, 29; South 
Africa and the United States, 36; Great Britain, 43; Canada, 
51 (for 1945); Hire, 69. It is pointed out in the “Official 
Year Book of the Commonwealth of Australia” for 1946- 
1947 that during the years 1944-1946, of 490,283 children 
born 479,660 survived the first month of life and 475,664 
the first year of life. Had the high infantile mortality rate 
of 1901 to 1905 obtained during this period, only 473,878 
children would have survived the first month of life and 
only 442,770 the first year of life. The Year Book states 
that the improvement has been due almost entirely to a 
decrease in deaths from preventible causes. 

The development of child care in Australia cannot be 
easily traced and attributed to particular individuals, hos- 
pitals or governmental enactments. There has been a 
general move in the right direction, and, though much has 
been accomplished, a great deal, as explained in our article 
last July, still remains to be done. As knowledge has 
accumulated it has been applied in private practice and 
in hospitals and also in institutions such as baby health 
centres. A great deal of attention has been paid to nutrition 
and in particular to the encouragement of breast feeding... 
This has meant that there was no waiting until a child 
became ill—its health was supervised from its earliest days. 
Supervision of this kind has been undertaken chiefly at 
baby health centres, but, as already stated in these pages, 
the cooperation between the health centres and the private 
practitioner has generally been complete. Baby health 
centres are governmental bodies, but voluntary bodies such 
as Tresillian Mothercraft institutions are also in the 
field and do'a great deal of useful work. The care of the 
pre-school child must be mentioned and reference made 
again to the work of the late Vera Scantlebury-Brown 
which eventually brought about the establishment of the 
Lady Gowrie Child Centres, an activity of great importance 
which should be extended to cover a more widely flung 
field than it at present occupies. The health of school 
Children is supervised by medical Officers of the depart- 
mental School Medical Services; that is to say, provision 
exists for this work to be done, but the continual complaint 
is heard from various departments that shortage of staff 
stands in the way of completion of all necessary work. 
However, the achievements of school medical officers have 
been an important factor in the maintenance of the health 
of school children. Those who are particularly interested 
in these services and their history are referred to THE 
MEDICAL JOURNAL OF AUSTRALIA of November 20, 1926. Here 
it may be stated that the work in New South Wales was 
reorganized on a full-time basis in 1913; medical inspection 
of schools was begun in Victoria in 1909; Queensland began 
the work in 1927; South Australia’s first school medical 
inspector was appointed in 1913; Western Australia started 
in 1907 and Tasmania in the same year. 

What may for practical purposes be regarded as the 
conquest of diphtheria by prophylactic injection needs only 
to be mentioned; it has been discussed in relation to 
Australian practice in these pages on many occasions and 
is part of the routine of every general practitioner. In 
passing mention may also be made of the work done for 
deaf, dumb and blind children and for those crippled by 
disease or deformity. Among other factors are two which 
must not be forgotten. The first is the increasing attention 
that is being paid to the environment of the child—in his 
home and in the place where he plays... The other is the 
recent emphasis on the mental attitude of children and 
on that of adults towards them. 

Of the societies and associations of medical men and 
women which devote special study to children and their 
ailments the most active has always been the Melbourne 
Pediatric Society, which was established in 1904. Readers 
of this journal need no introduction to the activities of this 
body whose important doings have been faithfully reported 
in this journal for many years. In addition a section of 
pediatrics has been established in the New South Wales 
Branch of the British Medical Association. Only last year 
at Brisbane the pediatricians of Australia formed an 
Australian Pediatric Association. This event was the 
subject of a leading article in this journal a month or two 
ago and must be regarded as a healthy sign for the future. 
The same statement holds in regard to the recent estab- 
lishment of a chair of child health at the University of 


Sydney. 
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This short account should not be closed without reference 
to some of those who were prominent in this half-century 
in the care of children and the study of diseases peculiar 
to them. In Queensland A. Jefferis Turner, J. Lockhart 
Gibson and S. F. McDonald made contributions which can- 
not be forgotten. In New South Wales Charles Percy Barlee 
Clubbe and William Frederick Litchfield stand out for 
their precepts, original thought and example. In Victoria 
the names of Peter Bennie, Frank Hobill Cole, A. Jeffreys 
Wood and Vera Scantlebury-Brown will live for many years 
to come. In South Australia Harry Swift did a great deal 
for pediatrics; his name was for years inseparable from 
that of the Children’s Hospital, Adelaide, and his original 
description of pink disease will always stand to his credit. 


OPHTHALMOLOGY. 


THOSE who read Dr. Darcy Williams’s address to the 
Ophthalmological Society of Australia on “Eyes, Surgeons 
and Sociality in Australasia” in the Transactions of the 
Ophthalmological Society of Australia, Volume VII, 1947, 
will remember the fascinating way in which he traced the 
early history of the specialty in this country. Concerning 
ourselves with the last fifty years only, we see recorded the 
fact that James Thomas Rudall, who was called the Father 
of Ophthalmology in Australasia, died as recently as 1907. 
Edward Gault, of Melbourne, the doyen of Australian 
ophthalmology today, served under Rudall at the Alfred 
Hospital, Melbourne, and describes him as “a masterly 
performer of cataract extraction”. Many of the senior 
practitioners of today can recall the straight figure of 
Thomas Evans, the first ophthalmic specialist in New South 
Wales, who died in 1909. That those who laid the founda- 
tions of ophthalmological practice in Australia were still 
living at the dawn of the century gives a special interest 
to our survey. Darcy Williams names as the “big four’ 
of Australasian ophthalmology: James W. Barrett of Mel- 
bourne, J. Lockhart Gibson of Brisbane, Lindo Ferguson of 
New Zealand, and Frank Antill Pockley of Sydney. These 
men were not only preeminent in the specialty, but took 
@ prominent part in the corporate life of the profession 
and helped in no small measure to mould its destinies. In 
Australia we recall that Barrett was President of the 
British Medical Association when the Parent Body came 
to Melbourne, to name only one of his special distinctions. 
Gibson was for some years a member of the Federal 
Committee of the British Medical Association in Australia; 
and Pockley was President of the Australasian Medical 
Congress held at Sydney in 1911. It should be recorded 
that leading ophthalmologists in Australia have seldom 
failed to share in a prominent fashion in the general 
activities of the profession. 

Of all the work that has been carried out by ophthal- 
mologists during the last fifty years pride of place must be 
given to the clinical research of N. McAlister Gregg, whose 
observations on fetal abnormalities and rubella have not 
received adequate recognition. At the present time it is 
impossible to say how far-reaching Gregg’s work may prove 
to be. Mention should also be made of two other happenings. 
The first is the great reduction in the incidence of trachoma 
in Queensland during the last fifty years. This must be 
credited largely to the special arrangements made for the 
regular inspection and treatment of the eyes of school 
children throughout the State by medical officers appointed 
by the Queensland Government. The second is~the survey 
that has been made by J. B. Hamilton of blindness in 
Tasmania. 

From the early days of the half-century efforts have 
been made by ophthalmologists to form special societies. 
At the beginning of the period with which this issue of 
the journal deals an Ophthalmological Society of Victoria 
had been formed. This was merged in 1926 in the Eye, 
Ear, Nose and Throat Section of the Victorian Branch of 
the British Medical Association, but in 1928 a separate eye 
section was formed and this later (1938) became part of 
the Australian body. In New South Wales the Ophthalmo- 
logical Society of New South Wales was formed in July, 
1910. This later on formed part of the Australian body, but 
still retains its independence as a State organization. Eye, 
Ear, Nose and Throat Sections were formed in Queensland 
in 1924 and in South Australia in 1925. It was not till 
1938 that Australian ophthalmologists found their true home 
in the Ophthalmological Society of Australia, which was 
formed as a Special Group of the British Medical Associa- 
tion. The inaugural meeting was held at Melbourne in 
1938 and the late James W. Barrett was elected President. 
It was a memorable occasion and the prelude to annual 


gatherings which had to be interrupted once or twice 
during the war. The Ophthalmological Society of Aus- 
tralia has gone from strength to strength. It publishes 
annually a volume of Transactions; the last volume, Number 
VIII, is a magnificent production, of which any scientific 
body might well be proud. One important factor which 
helps to make the annual meetings a success is the habit 
that has been formed of inviting distinguished ophthal- 
mologists from overseas to attend and to read papers. 
This is something which might be done with advantage 
by other special groups. 


PSYCHIATRY. 


ALTHOUGH, as constant readers of THE MeEpIcaL JOURNAL 
OF AUSTRALIA know full well, the practice of psychiatry in 
the mental hospitals of Australia has for many decades 
laboured under the constant burden of parsimony and 
procrastination, these two curses (that is exactly what 
they are) have not checked, though they have retarded, its 
development. 

In some respects they have thrown into sharp relief the 
activities of psychiatrists—their successful endeavours to 
keep themselves informed of advances in knowledge and 
to apply new methods of treatment in spite of difficulties. 
Few people will agree that patches of relief against a 
murky background make an ideal picture. The murkiness 
has been so constant and so distressing that- the govern- 
mental authorities which have produced it must stand con- 
demned before all intelligent persons in the community. 
But psychiatry has grown and in Australia no less than in 
other parts of the world. 

The increase in knowledge during the last fifty years 
cannot be traced in this place, nor is it necessary that this 
should be done. We recall, however, that H. F. Maudsley 
in his recent presidential address to the Section of Neurology 
and Psychiatry at the Brisbane Congress pointed out that 
some of the physical methods of treatment adopted today in 
psychiatry, which were apparently somewhat crude and 
empirical, had given psychiatry a new outlook in emotional 
disorders previously looked upon with despair. A more 
subtle development has been the general realization by 
practitioners in all other branches of medicine of the mental 
component of almost every bodily disorder. This has been 
happening in every part of the world and it has been due 
in no small measure to the effects of two world wars. In 
mental hospital practice the most important development 
of recent years has beeh the initiation of a system by which 
voluntary patients can be admitted to mental hospitals. 
This has been described by Professor John Bostock in an 
article published in this journal on June 11, 1949. Bostock 
shows that Mr. Joseph Digby, who came to Australia in 
1838 to serve on the staff of the Gladesville Mental Hospital, 
New South Wales, really initiated the system of the admis- 
sion of voluntary patients to mental hospitals by taking in, 
on his own responsibility, .. voluntary patient who wished 
to stay for a few days because he did not feel well. Bostock 
states that in 1914 Ernest Jones, then Director-General of 
Mental Hospitals in Victoria, had the honour of bringing 
about the passage and proclamation of an Act of Parliament 
whereby voluntary admissions were put on a proper basis. 
He adds that in New South Wales Eric Sinclair, Inspector- 
General of Mental Hospitals, attacked the problem without 
legal safeguards. After the first World War Sinclair’s 
department took over the Red Cross hospital at Broughton 
Hall, and since that time, the absence of legal safeguards 
notwithstanding, it has grown to become the largest volun- 
tary mental hospital in Australia. The efficiency of this 
hospital has, as Bostock declares, been largely due to the 
labours of the late Sydney Evan Jones, and what Bostock 
cells the visiotherapy used by Evan Jones in connexion 
with it is wéll worth investigation. 

W. S. Dawson has pointed out' that the existence of 
psychiatric clinics provides tangible evidence of the faith 
that something can be done for the nervous or mental 
patient, that early treatment is as sound a policy in 
psychiatry as in any other branch of medicine, and that a 
liaison with other branches of medicine is justified and 
necessary. Dawson in almost the same breath referred to 
the opening in 1938 of a neuro-psychiatric pavilion at the 
Royal Prince Alfred Hospital. In-patient treatment of 
certain types of psychiatric patients in wards of general 
hospitals and the out-patient clinics which have been 
established in many Australian cities are evidence of 
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growing appreciation and application of psychiatric 
principles and treatment. 


The teaching of psychiatry in Autralian medical schools 
has been developed relatively slowly. It was not until 1912 
that a lecturer in psychiatry was appointed in the University 
of Adelaide; in the Universities of Sydney and Melbourne 
lecturers in the subject were active at the end of the 
nineteenth century. 


In Queensland there was a chair of medical psychology 
before the medical school of the University of Queensland 
was inaugurated. The University of Sydney appointed a 
professor of psychiatry in the person of the late John 
Macpherson in 1922; Melbourne has as yet no chair in 
psychiatry. The Universities of Sydney, Melbourne and 
Queensland each have a diploma of psychological medicine. 
In his article published in 1946 Dawson included a table 
setting out the requirements of Australian universities in 
the teaching of psychiatry. This table shows a good deal 
of variation in the teaching arrangements of the several 
bodies. In no instance do the requirements meet those set 
out by a _ special committee of the Royal College of 
Physicians of London, but it is to be noted that in three of 
— oy universities, clinical work among out-patients is 
ncluded. 


Psychiatrists in New South Wales formed a _ special 
Section of Neurology and Psychiatry of the New South 
Wales Branch of the British Medical Association in 1924, 
and a similar section of the Victorian Branch was created 
in 1927, and some useful work was accomplished. In 1946 
the Australasian Association of Psychiatrists was formed 
and meetings have been held regularly since that time. By 
and large we may conclude that the teaching of psychiatry 
and its practice by individual psychiatrists in Australia are 
in a healthy state. As mentioned at the outset it is the 
mental hospital set-up in the States which is defective. 


RADIOLOGY. 


THE discovery of X rays was made by Wilhelm Conrad 
Roéntgen in 1896, only four years before the dawn of the 
present century. An account of Réntgen’s work need not 
be given in this place; the story was told in this journal on 
February 2, 1946, by C. E. Eddy to mark the fiftieth 
anniversary of the presentation of Réntgen’s first paper. 
Eddy points out that within a few months of Réntgen’s 
first communication experiments with X rays had been 
carried out by Lyle, Threlfall and Bragg in Melbourne, 
Sydney and Adelaide respectively and that departments of 
radiology were soon established in Australian metropolitan 
hospitals. Thus the development of radiological practice 
in Australia has from the beginning been along lines 
similar to those of other countries. Though X rays were 
first used for diagnostic purposes, it was not long before 
they were applied in treatment. Eddy states that in the 
early years of this century the reports of X-ray depart- 
ments showed that many more patients attended for treat- 
ment than for radiography, and he adds that this was 
understandable since radiography was still limited chiefly 
to examinations of the extremities. With the improvement 
of X-ray apparatus and the development of opaque media 
the diagnostic range of radiology has been extended to cover 
most fields of medical endeavour. Anyone who cares to 
look through the volumes of THE MeEpiIcaL JOURNAL OF 
AUSTRALIA since its inception in 1914 will be able to trace 
the work of Australian radiologists as they made available 
to Australian practitioners the successive advances in the 
specialty. Eddy points out that the early developments 
in the use of X rays in therapy were almost entirely due 
to the radiologists, but radiology would have made few 
advances without the work of physicists and electrical 
engineers. We all know that a knowledge of physics is 
indispensable to a radiologist. Among the earlier develop- 
ments listed by Eddy are the replacement of induction coils 
by transformers with mechanical rectification, the use of 
the Coolidge tube in 1913 with thermionic emission and 
with a tungsten target and its use in 1917 directly to 
transformers, shockproof equipment (1919) and valve 
rectification (1926). It was in 1928 that a unit of X-ray 
dosage (the réntgen or 7) was adopted internationally; in 
1937 “the definition was somewhat modified and extended 
to include y rays”. Thus, as Eddy avers, radiotherapy has 
only recently qualified as an exact science. 


The results of radiotherapy in all conditions suitable for 
such treatment have been recorded throughout the years 
in this journal. For some years what were known as 
cancer conferences were held every year at Canberra and 


important results were recorded. In the development and 
practice of radiotherapy in Australia no inconsiderable part 
has been played by the Commonwealth X-Ray and Radium. 
Laboratory which is situated at the University of Mel- 
bourne. It should also be noted that at the Universities 
of Melbourne and Sydney diplomas in diagnostic and thera- 
peutic radiology are available. ; 

The first Section of Radiology of the British Medical 
Association in Australia was that of the New South Wales 
Branch which was formed in 1926; the Victorian Branch 
formed a Section in 1927 and the Queensland Branch in 
1930. In 1935, however, the Australian and New Zealand 
Association of Radiology was formed and in 1942 this body 
changed its name to become the Australian and New Zealand 
Association of Radiologists. As explained in the editorial 
pages of this journal on December 3, 1949, the radiologists 
of the two Dominions combined to form the College of 
Radiologists (Aust. and N.Z.). This body will probably 
enable radiologists to attain their objectives in the extension 
of their science and the perfection of their art. 


CLINICAL PATHOLOGY. 


At the Brisbane congress in 1950 Reginald Webster, that 
wise and experienced clinical pathologist, defined clinical 
pathology as “the application of laboratory methods of all 
kinds to the solution of specific and frequently pressing 
problems relating to diagnosis, and to an increasing extent, 
the control of treatment of disease”. His presidential address 
to the Section of Pathology, Bacteriology and Biochemistry 
contains most of what need concern us in a review of 
clinical pathology for this Commonwealth Jubilee Number. 
Webster’s definition, which will be accepted by most medical 
investigators, clinical or purely academic, makes us realize 
that clinical pathologists have the same objective as that 
of other medical practitioners—the investigation of disease 
in the individual. This is implicit in the term clinical 
pathology. This means that a great deal of what appears 
in the article on internal medicine by Dr. C. G. McDonald 
and in that on research by Dr. E. V. Keogh can be applied 
to clinical pathology and to those whose special sphere of 
practice it is. A moment’s thought will remind us that the 
investigation of disease in the individual has not always 
been recognized as the objective of the clinical pathologist. 
In the early days of this century the clinical pathologist 
was looked on as someone who undertook special examina- 
tions—blood counts, Widal tests, sputum examinations and 
so on—at the request of the clinician and had no interest 
beyond this. There may be some unenlightened Philistines 
who still hold that view. These people, though they may 
not know it, do not realize that clinical pathology has 
advanced beyond its first stage. The march of clinical 
pathology may be described as occurring in three stages. 
Senior graduates in medicine in Australia have seen. some- 
thing of all three stages, though the third is not yet com- 
plete. In the first stage clinical pathology was concerned 
purely with the discovery of the causative agent of a 
disease. The pathologist may or may not have acted as 
though he was dealing with a patient—a suffering human 
being—but it was the cause of the illness with which he 
was concerned. The second stage was that in which the 
pathologist sought to elaborate ways of following the pro- 
gress or regress of a disease. Advances in bacteriology, 
hematology, immunology and biochemistry made clear what 
was happening in different pathological states. In this 
investigation and watching by the clinical pathologist wise 
discrimination must be shown. As Webster puts it: “To 
embark on a long series of laboratory investigations without 
an adequate clinical history is the very negation of the 
scientific method.” This brings us to the third stage in 
which, to quote Webster once more, ‘a clinical pathologist 
is entitled to a status much above that of the exalted 
laboratory technician which he has often been made to feel 


himself”. The clinical pathologist is “competent to advise - 


on the diagnosis and treatment of all such forms of illness 
as fall within his province”, and “should be recognized as a 
consultant of standing equal to that of consultants in other 
fields of medical practice”. “He should be an accessible and 
readily available colleague, rather than a veiled oracle 
who issues ex cathedra statements from the sanctum of 
his laboratory”. 


To assess the present status of clinical pathology in 
Australia is not easy. The attitude of practitioners to the 
subject probably varies in different centres and also among 
clinicians in any one of the larger centres. Inspection 
of the advertisement columns of this journal will show that 
most of the larger hospitals—all the teaching hospitals and 
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many others—employ full-time pathologists. The clinical 
pathology undertaken by these persons and the extent to 
which they are admitted to the consultant state of what 
we have described as the third stage of development of the 
subject, will depend partly on the knowledge and wisdom 
of the pathologists themselves and partly on that of the 
clinicians among whom they work. There is no doubt that 
the teaching received by undergraduate students in Aus- 
tralian medical schools on this subject is sound. How far 
this teaching is put into practice cannot easily be deter- 
mined. In October, 1948, the Australian Association of 
Clinical Pathologists was formed and its objects were 
stated to be the advancement of pathology in relation to 
medicine. The report of the second anvziual meeting held 
at Brisbane last May showed that the Association was in 
communication with the British Association of Clinical 
Pathologists and would be represented among the office- 
bearers of the International Congress of Clinical Path- 
ologists to be held at London in July, 1951. The Australian 
Association and its relationship with bodies in other 
countries will be of the greatest value to Australian clinical 
pathologists in their pursuit of knowledge. What is needed 
is some permanent liaison between the clinical pathologist 
and the practitioner, apart from any contact which they 
may have in everyday practice. How this can be effected 
is a matter for future devising. 1 


ANAESTHESIA. 


DuriInG the 1914-1918 war an Australian medical officer 
of a surgical team, journeying in France from one casualty 
clearing station to another, met a Canadian surgical team. 
With the Australian. team there was only one nursing 
sister; with the Canadian team there were two. This 
seemed so unusual to the Australian surgeon that he asked 
the two sisters what they did with the team. The senior 
said: “I sling the slumber juice.” The slang expression, as 
it happened, did not apply to the nurse, for she was a 
competent anesthetist, but the phrase has since that day 
always seemed appropriate for persons who give anes- 
thetics without very much skill and understanding. Early 
in the half-century recent graduates in medicine who were 
appointed as resident medical officers to teaching hospitals, 
as a rule obtained careful instruction in anesthesia from 
a senior resident medical officer who had become expert as 
a result of perhaps two years’ experience. The senior 
generally stood by and was ready with advice when it was 
needed. The graduate who did not obtain a resident post 
under the control of seniors had to gain his post-graduate 
experience with the help of other graduates or perhaps with 
but little help. Ether was generally given by the closed 
method with an apparatus of the Clover type; chloroform 
was sometimes used (and men became very skilled in its 
use) or sometimes a mixture of chloroform and ether was 
preferred. The war of 1914-1918 redirected the attention 
of Australian medical practitioners to anzesthesia—the sub- 
ject merited special attention, the “slumber juice’ had to 
be given with care and full understanding and not slung. 
It was, however, some time before steps were taken to 
place anesthesia on a proper footing as a specialty. 


Before development of the specialty is discussed readers 
should be reminded of the epoch-making researches of the 
late Edward Henry Embley, of Melbourne. His first paper 
was published in 1902, and Giibert Brown in an E. H. 
Embley Memorial Lecture (see THE MEDICAL JOURNAL OF 
AUSTRALIA, February 11, 1939) states that Embley’s work 
pioneered scientific research and teaching of anesthesia in 
Australia. His researches were carried out while he was 
in active general practice and also honorary anesthetist 
to the Melbourne Hospital. In his first paper on the 
causation of death during the administration of chloroform 
he disproved the findings of the Hyderabad Commission on 
the action of chloroform. Embley also carried out investiga- 
tions into the actions of ether and of ethyl chloride. He 
showed that chloroform depressed the heart’s capacity for 
work 51 times more than ether and 19 times more than 
ethyl chloride. Another investigator, R. W. Hornabrook, 
earried out experiments and made observations on himself 
over a period of years. Reference to THz MeEpIcaAL JOURNAL 
or AUSTRALIA of March 26, 1932, will show the kind of 
experiments which he undertook. He published electro- 
cardiograms taken while he was the subject of chloroform 
anesthesia and Professor W. A. Osborne made comments on 
them. 

Turning to the special study of anesthesia, we find that 
a Section of Anesthesia was started in the Victorian Branch 
of the British Medical Association in 1929, in the South 


Australian Branch in 1930, and in the New South Wales 
Branch in 1934. The Queensland Branch also has a Section 
of Anesthesia. Interest seems to have been awakened by 
the successful meetings of the Section of Anzsthesia at the 
Fourth Session of the Australasian Medical Congress 
(British Medical Association) held at Hobart in 1934. Among 
the papers was an important contribution by Geoffrey 
Kaye, of Melbourne, on the teaching of anesthesia in 
Australia. The section sent to the Federal Council a 
resolution asking for approval to a proposal for the forma- 
tion of an Australian Society of Anesthetists. The reply 
of the Federal Council (see THE MeEpIcaAL JOURNAL OF AUs- 
TRALIA, September 15, 1934, page 366) was a _ resolution 
setting up a committee to inquire into the formation of 
special associations and asking that particular reference 
should be made to model conditions to keep such movements 
within the ambit of the British Medical Association. This 
apparently did not satisfy the anesthetists, for the Aus- 
tralian Association of Anesthetists was inaugurated at 
Melbourne on September 16-17, 1934, and Gilbert Brown, 
of Adelaide, in his opening address as President, set out 
the reasons which had influenced the anesthetists in 
remaining outside the British Medical Association. It is 
satisfactory to know that a year or two ago the anes- 
thetists approached the Federal Ceuncil with a request that 
their association should become a Special Group within the 
British Medical Association. This short résumé shows that 
unity of specialists within the British Medical Association 
can be achieved. The Association of Anesthetists has 
been active over the years and has produced some valuable 
reports—a special report which comes to mind dealt with 
anesthetic fatalities and was published in 1938 in this 
journal. It was a graceful tribute to R. W. Hornabrook 
that he was elected to honorary membership of the Aus- 
tralian Society of Anesthetists at its opening meeting. 

This short reference to the specialty of anesthesia should 
not close without some mention of the work of C. E. Corlette 
on -local anzsthesia in general surgery. Though he has 
retired from practice, his interest in the subject is unabated; 
his book was the subject of a leading article in this journal 
on March 26, 1949. Sir Victor Hurley has mentioned the 
contribution by T. P. Dunhill to local anesthesia in surgery 
of the thyreoid. 


UROLOGY. 


THB recognition of urology as a specialty has come more 
slowly in Australia than in England, America and Europe. 
Even now some of the Australian States seem to lag 
behind. There are several possible reasons for this. Hos- 
pitals do not set up special urological departments as 
readily as they might. For this the hospitals cannot be 
blamed entirely—there may be a scarcity of urologists 
prepared to devote their whole attention to the specialty 
and the staff may not urge the boards with sufficient 
wisdom and constancy that special urological departments 
are needed. Some general surgeons are slow ihe recognize 
the fact that, by and large, urologists produce better results 
than general surgeons. There comes to mind an occasion 
some years ago when a senior general surgeon performed 
prostatectomy for a man on the day on which a skilled 
urologist performed a similar operation for a man of similar 
age. The two patients were in adjacent beds in the same 
private hospital. The urologist’s patient was well and 
ready to go home long before the general surgeon’s patient. 
The general surgeon, being friendly with the _ urologist, 
discussed the matter with him and watched the urologist 
at work. He said that he would never remove another 
prostate if the urologist would operate for him. He kept 


- his word. Not all general surgeons show as much intel- 


ligence as this man showed. 

The development of the practice of urology in Australia 
is described by Keith Kirkland in Proceedings of the 
Urological Society of Australasia for 1948. He points out 
that the first urological department in Australia was created 
at Lewisham Hospital, New South Wales, in 1914 when 
the late S. Harry Harris was appointed honorary urologist. 
Harris’s original work and his eminence in his specialty are 
well known to Australian practitioners; his death in 1936 
was a heavy blow to urology. Brisbane saw the formation 
of a urological department at the Mater Misericordiz Hos- 
pital in 1919. The Royal North Shore Hospital founded a 
department in 1922 and in 1926 the late R. Gordon Craig 
was instrumental in bringing about the establishment of 
a department of urology at the Royal Prince Alfred Hospital, 
Sydney; in 1928 Adolph Bolliger was appointed director of 
research of the department. The first department of 
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urology in Victoria was created at the Royal Melbourne 
Hospital in 1927. A urological clinic at the Brisbane General 
Hospital was established in 1929 and Sydney Hospital 
started its department in 1930. A urological department 
was started at the Royal Perth Hospital in 1947. These 
departments are named by Kirkland in his survey. At 
some other hospitals urological appointments to the staffs 
have been made, but some notable gaps still exist. Kirkland 
points out that the Universities of Sydney and Melbourne 
both accept urology as a special subject in the final 
‘examination for the Master of Surgery degree and that 
the Royal Australasian College of Surgeons has included 
urology as a special subject in its final Fellowship examina- 
tion. 

In 1940 a Section of Urology of the New South Wales 
Branch of the British Medical Association was inaugurated 
and it has held meetings. The Victorian Branch started 
a Section of Urology in 1933, but it has lapsed. Outside 
the British Medical Association urologists have formed an 
association. In 1935 the Sydney Urological Association was 
formed; it was this body which became the Section of 
Urology of the New South Wales Branch of the British 
Medical Association. The society to which most urologists 
attach importance is the Urological Society of Australasia. 
This was created in January, 1937; it has established links 
with the British Association of Urological Surgeons and 
with the International Society of Urology. The Urological 
Society of Australasia publishes an annual volume of Pro- 
ceedings. 

We may conclude that, though the development of the 
specialty of urology in Australia has been slow, it has been 
steady. Before long it must receive in every. part of Aus- 
tralia the recognition which is its due. 


DERMATOLOGY. 


Tue development of dermatology in Australia has been 
along similar lines to that occurring in other countries. Of 
special interest has been the increased knowledge of the 
effects on the skin of solar radiation. E. H. Molesworth 
has been prominent in dealing with this subject. In 1948 
a “special” group was formed—the Dermatological Associa- 
tion of Australia (British Medical Association). Its mem- 
bers have taken an active part in congresses and it has 
recently proposed to publish a yearly volume of Transactions. 
The University of Sydney grants a diploma in Dermatology. 
Books on dermatology include the text-book by E. H. 
Molesworth and Sir Norman Paul’s work on cutaneous 
neoplasms. 


OTO-RKHINO-LARYNGOLOGY. 


Tue practice of oto-rhino-laryngology in Australia has 
not been illuminated by any original work of exceptional 
importance. At the beginning of the century there were 
not many who specialized in surgery of the ear, nose and 
throat. In some places practice of the specialty was com- 
bined with the practice of ophthalmology; in some instances 
this combination is still maintained. It was not until 1911 
that a separate Ear, Nose and Throat Section was formed 
for the Australasian Medical Congress which met that 
year at Sydney. On that occasion the late W. N. Robertson, 
of Brisbane, was president. At the tenth session at 
Auckland in 1914 the late H. R. Nolan, of Sydney, was 
president; at the eleventh session held at Brisbane in 1920 
the late H. M. Marks, of Sydney, was president. When the 
congress became part of the organization of the British 
Medical Association in 1923 the late T. Spiers Kirkland, of 
Sydney, was president; the late R. H. Pulleine, of Adelaide, 
had that honour at the Dunedin session in 1927 and the 
late R. Graham Brown, of Brisbane, was president at the 
Sydney congress of 1929. A Section of Oto-Rhino- 
Laryngology was formed in connexion with the New South 
Wales Branch of the British Medical Association in 1924. 
The sections formed in Queensland, South Australia and 
Victoria combined ophthalmology with oto-rhino-laryngology 
and came into being in 1924, 1925 and 1926 respectively. 
The Victorian Branch Section was subsequently subdivided 
into Sections of Ophthalmology and of Oto-Rhino- 
Laryngology. At Brisbane in 1950 an association for the 
whole of Australia was formed and was given the name 
of Oto-Laryngological Society of Australia (British Medical 
Association). Dr. G. C. Scantlebury, of Melbourne, is the 
first president. This body which was mentioned in a recent 


editorial in this journal will. be of practical value to Aus- 
tralian oto-rhino-laryngologists. 


From time to time oto-rhino-laryngologists have published 
important contributions in this and in journals in England; 
the only text-book on the subject by an Australian author 
is the well-known work by D. G. Carruthers. 


PHYSICAL MEDICINE. 


THE specialty of physical medicine has not received the 
recognition which is its due. Those who practise it are, 
however, very much alive and take their full share in the 
conduct of congresses and meetings of the Branches. An 
Australian Association of Physical Medicine (British 
Medical Association) was inaugurated in 1945. 


ORTHOPAEDIC SURGERY. 


THE subject of orthopedic surgery has been mentioned by 
Sir Victor Hurley in his contribution. Several facts have 
yet to be recorded. Orthopedic departments have been 
established in many hospitals and specially trained surgeons 
have been placed in charge of them. Special sections of 
orthopedic surgery were established in the New South 
Wales and the Victorian Branches in 1923 and 1925 
respectively. In 1937 the Australian Orthopedic Association 
was formed. This body is not within the British Medical 
Association organization, a fact which this journal has 
never ceased to deplore. It is, however, a body which never 
tires in its pursuit of the newer developments in its 
particular sphere. It is linked up with the British Ortho- 
peedic Association. In the matter of rehabilitation reference 
should be made to the work carried out by the Ministry of 
Post-War Reconstruction and the Commonwealth Coordina- 
tor of Rehabilitation, Dr. Douglas Galbraith, and also to 
the report on rehabilitation issued in 1943 by the New South 
Wales Branch of the Eritish Medical Association. 


CONCLUSION. 


WHILE nv claim is made for completeness of detail in 
the development of the specialties, a broad outline has been 
given. One point which should not be forgotten is the 
nexus which has been established between Australia and 
Great Britain in the inauguration of the Australian 
Rheumatism Council. This body has both lay and medical 
members and great things are hoped for it in the future. 
The Australian Tuberculosis Association is yet in its early 
days, but we shall undoubtedly hear more about its doings 
as time goes on. Appeals to the public for funds to further 
research in cancer have been made on more than one. 
occasion and permanent “anti-cancer” bodies exist in several 
places. It should not be invidious to state finally that 
anyone who has seen the workings of the Anti-Cancer 
Committee at the Royal Adelaide Hospital, under the 
chairmanship of Dr. F. S. Hone, will wish to see similar 
bodies in every large centre. An Australian Association of 
Neurologists has recently been formed, with Dr. Leonard 
Cox, of Melbourne, as its first President. 


Editorial Motices. 


Manuscripts forwarded to the office of this journal cannot 
under any circumstances be returned. Original articles for- 
warded for publication are understood to be offered to THE 
= a? JOURNAL OF AUSTRALIA alone, unless the contrary be 
stated. 

All communications should be addressed to the Editor, THE 
MepicaL JouRNAL oF AusTRALIA, The Printing House, Seamer 
Street, Glebe, New South Wales. (Telephones: MW 2651-2.) 

Members and subscribers are requested to notify the Manager, 
THE MeEpIcAL JOURNAL OF AUSTRALIA, Seamer Street, Glebe, 
New South Wales, without delay, of any irregularity in the 
delivery of this journal. The management cannot accept any 
responsibility or recognize any claim arising out of non-receipt 
of —_— unless such notification is received within one 
month. 

SuBscRIPTION RatTes.—Medical students and others. not 
receiving THs MEDICAL JOURNAL OF AUSTRALIA in virtue of 
membership of the Branclies of the British Medical Association 
in the Commonwealth can become subscribers to the journal by 
applying to the Manager or through the usual agents and book- 
sellers. Subscriptions can commence at the beginning of any 
quarter and are renewable on December 31. The rate is £3 
per annum within Australia and the British Commonwealth of 
Nations, and £4 10s. per annum within America and foreign 
countries, payable in advance. 
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